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PREFACE. 


aN ww yet. 1878 a small book was compiled by 
Surgeon A. M. Branroot, M.B. with the assistance of 
the other members of the Hospital Staff, containing 
the formule in use in the General Hospital. All the 
copies of this work having been sold in 1880, at the 
suggestion of several brother-officers and with the 
assistance of Surgeon C. J. MacNatty, M.D. I com- 
menced its revision for another edition. 


Several new formulz, copies of the hospital rules 
regarding the dispensing of medicines and the dis- 
tribution of diets, were included. I also added some 
directions regarding the Clinical examination of 
patients, and other matter, from notes made at differ- 
ent times while I have acted as a Clinical teacher. 
The Surgeon-General with the Government of 
Madras thanked me officially for the preparation of 
the work, and suggested to the Revenue Board that 
it should be supplied to the Civil Dispensaries 
throughout the Presidency, this has been done to a 
considerable extent. 


In the present edition a great deal of new matter 
has been added with the hope of making it a moro 
complete and practical Hospital Manual. In compil- 
ing it the source of the information has been given as 
fully as possible, but there must be many omissions 
as it is not always easy to say from whence a parti- 
cular idea has been acquired. 


Itake this opportunity of thanking several of my 
brother-officers for many valuable suggestions and 
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much assistance, particularly Surgeon-Major R. W. 
CockeriLt, Professor of Surgery, for revising the 
chapter on taking Surgical cases; Surgeon Major 
E. F. Drake-Brockman, F.R.C.8., Professor of Oph- 
thalmology, and Surgeon A. M. Branroot, M.B., 
Professor of Midwifery, for the kind manner in 
which they acceded to my request to contribute a 
chapter on the Clinical aspects of their own sub- 
jects; Surgeon J. Marruanp, M.B. for his. useful 
chapter on the antiseptic method of Surgical Dress- 
ing and for much willing help in correcting the 
proofs, and Surgeon YouncERMan for checking some 
of the calculations. 


The illustrations have been well copied by Mr. 
Paczensky, of the Mount Road, Madras. 


C. SIBTHORPE, r.x.a.c.P., 
Surgeon-Major, IL.M.D. 
Fort Sr. Greorar, 
MaprRas, January 1883. 
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ERRATA. 


— ~~} - 


In the Nomenclature of diets for Natives, oott 
‘Full witb coffee.’ 

From top read ‘60° F.’ instead of ‘68° F.’ 

Parasitic diseases correct ‘ Tinea favosa due to 
achorion Schénleinit. Tenia kerion due tc 
microsporon furfur. Tenia Sycosie due to 
microsporon mentagraphytes.’ 

From top omit the word ‘other’ before ‘ nar- 
cotics,’ 

Omit the word ‘no’ before ‘loss of reflex 
action.’ 

Instead of ‘about the second teething,’ veaa 
‘between the ages of six months and twa 
years, at the time of the first dentition more 
especially, and it is the grand source of 
shrivelled, half dead limbs, club feet, and 
other sad deformities.’ (C. T. Radcliffe, 
M. D., A System of Medicine by Russe’ 
Reynolds, Vol. II.) 

From top read ‘them’ instead of ‘ than.’ 

i » sy ‘tilting’ re of ‘ titling.’ 
From below read ‘drab’ instead of ‘ drap.’ 
From above ,, as “ ‘ 

From below read ‘their exterior’ instead of 
‘this exteriors.’ 

From below 1tead ‘ set up the same’ instead of 
‘the same set up.’ 


From top omié the word ‘even,’ before enoug} 
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RULES REGARDING THE COMPOUNDING AND 
DISPENSING OF MEDICINES. 


HOSPITAL RULES, SECTION IV. 


(a). The Hospital Axsistanta are held responsible for the 
accurate and neat preparation of all medicines, and for their 
being distinctly labelled before being sent out of the com- 
pounding-room.—Sub-Sect. IV, paras. 1 & 4. 


(6). Each nursing block or ward will be provided with a 
prescription book in which all prescriptions and orders for 
the medical treatment of the patients are to be- entered. 
These books are to be kept in the ward by the Nurse in 
charge, who will keep them under lock and key; they are 
only to be sent to the dispensary when any medicine has 
been prescribed, and are to be returned at once to the wards. 
These books are to be divided according to the numbers 
over the beds, and one set of pages used for each bed. AIl 
medicines to the wards are to be sent labelled with the 
‘patient’s name, number, and ward, and are to be arranged 
in baskets marked with the name of the ward. One of the 
dispensary coolies or a bearer will go round at 6-30 a.m. 
and 4-30 p.m. to collect such bottles, &c., as require replen- 
ishing or areempty. Breakages and losses must be report- 
ed to the Hospital Assistants, who will bring them to the 
notice of the Senior Apothecary. The medicines will be 
sent to the wards at 11-30 a.m. and 6-15 p.m. The Nurses 
and Ward Attendants are responsible for all bottles, phials, 
&c., left in the wards. Whenever more than one day’s 
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medicine has been ordered for a patient, the bottle is not to 
be returned from the ward until it requires replenishing.— 
Sub-Sect. II, para. 14. 


(c). The hour of despatch of medicines is to be marked 
by the Hospital Assistant on a ticket attached to each medi- 
cine basket and the hour of receipt by the Nurse of the 
ward.—Sub-Sect. IV, para. 7. 


(d). Medicines ordered at night are prepared by the 
Assistant Clinical Clerks on duty, under the supervision of 
the Apothecary on duty.—Sub-Sect. IV, para. 7. 


(ec). The person by whom any prescription is made up 
will initial the prescription book or paper.—Sub-Sect. IV, 
para. 10. 


(f). All solid medicines should be entered in grains, 
ounces, and pounds, and all liquid ones in minims, drachms, 
ounces, and pints. 


Directions to be observed in the use of the Ward Book. 
Sub-Section VI. 


(a). When a patient is admitted to a ward, the date and 
his name are to be written on the page belonging to the 
bed he occupies. 


(>). The prescriptions are to be entered neatly, and the 
number of doses required mentioned at the foot. The 
directions should invariably be entered in English. 


(c). Except in the case of an alteration being made in 
the medicine or more being required, no further entry is 
necessary. If an alteration is made, the date and medicine 
must be again written and the previous medicine cancelled 
by a single line being drawn through the centre of the 
page. If more medicine is required, the date and number 
of doses required should be mentioned. 


(d). In prescribing medicines, the whole quantity of the 


medicine is to be stated, and the doses should be divided 
by the prescriber himself thus :— 


R Mist. Pectoralis 3 iii. 43 i. three times a day. 


(e). Medicines directed to be given thrice daily are to be 
given as follows. ‘The first dose at 12 noon, the second 
dose at 5 p.M., and the third dose at 6-30 a.m. the following 
morning. 


COMPOUNDING RULES. 3 


(f). When medicines are ordered twice daily, they are 
to be given at 12 noon and-5 p.m. ; when it is wished to give 
medicines at other periods, the number of hours’ interval 
between each dose and the number of times the dose is to 
be repeated must be stated in the directions for use, as 
every second, third, or fourth hour as the case may be, 


(g). No medicine is to be given to an In-patient without 
an entry being made in the ward book on the appropriate 
page. Evening or night prescriptions must have those 
words written after the date. 

(r). When a patient is discharged or dies, an entry of 
the date is to be made and all prescriptions cancelled by 
passing an ink line down the page. 

(¢). The Ward Nurse is responsible that no delay occurs 
in sending the medicine bottles and ward book to the dis- 
pensary immediately after the visit of the Medical Officer, 
and the Hospital Assistant on duty at the dispensary will 
see that the book is returned to the ward with the medicines 
and that it is not kept longerin the dispensary than is 
necessary for writing out the hospital fair prescription book. 

(7). Medicines urgently required while the Medical Off- 
cer is going round may be obtained by sending down a pre- 
scription to the dispensary signed by the Medical Officer or 
Apothecary, but such prescription must also be entered in 
the ward book and the word “supplied” written across it 
for the information of the compounder. 


Rules for Dispensing in Out-patient Department. 
Sub-Section VII. 


(a). A separate record is to be kept by the Hospital 
Assistant of all medicines used in the Out-patient Depart- 
ment. 

» (6). Stock medicines should be used as much as possi- 
ble 


(c). No poison or expensive drug is to be used in this 
department without a special order from one of the Medical 
Officers or the Senior Apothecary. 

(d). All medicines made up are to be labelled and num- 
bered to correspond with the tickets, and the patient direct- 
ed to bring the label back when he returns. 

(e). Hach patient should fetch a bottle or other vessel; 
if he does not do so, a vessel may be given on the order of 
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the Senior Apothecary. No patient is to be sent away 
without the medicine prescribed. 


(f). The person who compounds the medicine is to initial 


the ticket. 


List of Stock Medicines to be kept made up. 





Name of Medicine. 


In- 


patients’ 
Dispen- 
sary. 


Oute 


patients’ 
Dispen- 


sary. 





Lotio Acidi Carbolici Sys 
Do. _ do. do. Fort... Mee 
Oleum Carbolatum : ; 
Lotio Zinci Ohloridi . 9s 
Lotio Potassss permease ath 
Boracic Lint a a sha 
Oarbolised Cotton .. 
Confectio Sulphuris | 
Gargariama Aluminis 
Glycerinum Ferri Perchloridi 
Gutts Acidi Tannici 
Gutte Jodi ... - a: 
Guttee Opii .. wee see 
Gutte Zinci Chloridi a ‘a’ 
Guttsa Atropis ... 
Guttes Atropis cum Oleo Rioini .. 
Injectio Zinci Sulphatis ... zs 
Injectio Morphie Hypodermica .. 
Injectio Atropiz Sulphatis 
Injectio Chlorali Hydratis ite 
Injectio Physostigmatis Hypodermica 
Lotio Acidi Nitrici cam se S 


Lotio Alkalina ets 
Lotio Nigra... ees ine ees 
Lotio Evaporans : oes sate 
Lotio Plumbi cum Opio ... oe 
Mistura Iodi wee i 


Mistura Potassii Iodidi _... 
Mistura Hydrargyri Perchloridi .. 
Mistura Cinchonini... Pay sie 
Mistura Quinidini ... scte 
Mistura Quinis ... avy eas 
Miatura Cinchons . 

Mistura Acidi Sulphurici cum Opio 
Mistura Cretse cum Catechu 
Mistura Carminativa e 
Mistura Ipecacuanhe opate 
Mistura Senega ... Ss 
Mistura Diaphoretica 

Mistura, Diuretica ... se 
Mistura Copaibs 
Mistura Ferri Diuretica 

Mistura Sennes Comp. 





...Gallon. 
... Gallon. 
...Gallon. 
eo Gallon. 
...Gallon. 
».. Pound, 
»»sPound. 
... Pound. 
.-. Gallon. 
.. Ounces. 
...Ounces. 
«..Ounce. 
... Ounces, 
.- Ounces. 
... Ounce. 
... Ounce. 
...Gallon. 
-- Ounce. 

.. Ounce. 
ee Ounce. 
-..Ounce. 
«..Gallon. 
... Gallon. 
... Gallon, 
-» Gallon. 
.. rints. 
...Pints, 
...Gallon. 
». Gallon. 
...G@allon. 
... Gallon, 
...Gallon. 
«Gallon. 
»». Pints. 
e.. Pints. 
... Pints. 
.-. Gallon. 
--- Pints. 
...Gallon. 
Gallon. 
.. Gallon. 
... Pints. 
--.Gallon. 


Four. 
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STOCK MEDICINES. 


List of Stock Medicines to be kept made up—(continued). 








In- Ont- 
patients’ {| patients’ 


Name of Medicine. Dispen- | Dispen- 








. sary. gary. 
‘ Mistara Magnesiz et Magnesix Sul phatis..Gallon. Half, Half, 
: Mistura Rhei Composita ... ee ... Pints. Two, Two. 
. Mistura Bismuthi Sedativa was .. Pint. One. One. 
: Mistura Effervescens as sue Gallon. Half, Half. 

; | Mistura Ammonis... oe oes ... Pints. Two, Two 
Mistura Stimulans .. Ses eee ... Prints. Two. ae 

' Mistura Strychnise et Ferri sig ...Fint, One. One. 

| Mistura Sulphatis Triplicis bee ...Fint, One. One. 
Mistara Ammouii Chloridi a ... rink, One, One. 

» Mistura Ferri Perchloridi ... Gallon, Half, Half. 
Mistura Acidi Nitro- -Hydrochlorici ». Gallon, Half. Half, 
: Twining’s Spleen Mixture ar ... Pint. oe One. 
- Mistura Olei Dipterocarpi .-. Pints. Two. Two. 

. Pilula Colocynthidis et Calomelanos ee Fills. 50 50 

' Pilula Hydrargyri et Rhei re .. Pills. 50 50 

- Pilula Calomelanos et Scillso ... » Pills. 50 50 
Pilula Quinie Sulphatis ... Ss eo Pills. 50 sane 
Ailula Quineti is eee we Pills. 100 100 
Pilula Ipecacuanhze et Opii sae -» Fills, 100 100 
Pulvis Elaterii Compositus ee ...Ounce. Half. Half. 
Pulvis Sods Compositus ... an .. Ounce, sie One. 
Pulvis Santonini Compositus ves ...Ounces. One, Two 
Pulvis Emeticus _... sé oe .-. Ounces. One, Two. 
Pigmentum [odi ... oe eae ute One. ‘; One, 
Pigmentum Belladonna ... ies ..Ounce. One. Oue 
Pigmentum Daturse - Ounce. One. One. 
Syrupus Ferri Quiniz et Btryohnise Phos- 

phatis ... ie ---Ounces. | Two. Two. 
Unguentum Olei Dipterocarpi lg - Ounces. | Eight. Hight. 
Unguentum Hydrargyri Perchloridi --Ounces, Two. Two. 
Unguentum Crete .. %. -. Ounces, Hight, Hight. 
Unguentum Hydrargyri Nitratis Mitius..Ounce. One. One, 
For CHILDREN. 

+ Mistura Acidi Gallici cam pee -»-Ounces. a Bight. 
Mistura Alterativa .. ves ... Ounces. tee Hight. 
Mistura Hematoxyli ae ae -.-Ounces. see Four. 
Mistura Olei Ricini cum Opio _... »--Ounces. ee Kight, 
Mistura Stimulans, ‘‘ Tanner’s” ... --. Ounces. es Eight. 
Pulvis Hydrargyri cum Ipecacuanh& ... Ounce. ses One. 
Pulvis Santonini et Hydrargyri ... ---Ounces. ae Two. 
Pulvis Ipecacuanhse et Potassz Nitratis.Ounce. iss One. 
Pulvis Quinis et Potasse@ Chloratis  ...Ounce. oes One. 


ae . . —_ ipuemsbeds 6 oe mehptee 





CLINICAL MANUAL. 


FORMULA 


USED AT THE 


GENERAL HOSPITAL, MADRAS. 


ANTISEPTICS, DISINFECTANTS, AND DEODORIZERS. 
Lotio Acidi Carbolici. 


Take of — 
Carbolic acid a Si ... 1 part. 
Warm water bia - ... 40 parts. 
Mix. 
Lotio Acidi Carbolici Fortior. 
Take of— 
Carbolic acid eee a .. I part. 
Warm water oes or ... 20 parts. 
Mix. 
Oleum Carbolatum. 
Take of — 
Carbolic acid eee oe ..- 1 part. 
Cocoanut oil ue Ma ... 20 parts. 
: Mix. 
Lotio Zinci Chloridi. 
Take of— 
Chloride of zinc ... ae ... 40 grains. 
Distilled water ... ee ... 1 pint. 
Mix. 
Lotio Sode Chlorinatea. 
Take of— 
Solution of chlorinated soda ... 1 fi. ounce 
Distilled water... eae ... I pint. 
Mix. 
Lotio Potasss Permanganatis. 
Take of— 
Solution of Permanganate of potash. 4 fi. drachms. 
Distilled water... so ... I pint. 


Mix. 


BATHS. 4 


(If Condy’s disinfecting fluid is used, the strength should 
be two fluid drachms to one pint.) 


BATHS. 
Cold bath, temperature of atmosphere. Vapour. Air. 
Tepid do. do. 85° to 92° F. 92°to 98°. F. 96° t0106°.F. 
Warm do. do. 92° to 98° ,, 98°+0l116°.F. 106° to120°.F. 
Hot do. do. 98° to110° ,, 100° to140°. BF. 120° to180°. F 


Balneum Acidi Nitro-Hydrochlorici. 
Take of—~ 
Diluted nitro-hydrochloric acid eight fluid ounces to 
each gallon of water. 


Balneum Alkalinum. 


Take of — 
Carbonate of soda i ... 4ounces. 
Warm water aug ae ... 30 gallons. 
Dissolve. 
Balneum Sinapis. 
Take of— 
Mustard in powder os ... 2 ounces. 
Warm water Gia “ni ... 4 gallons. 
Mix. 
Balneum Sulphuris. 
Take of — 
Sublimed sulphur oe ... 2 ounces. 
Hyposulphite of soda_... ... 1 ounce. 
Dilute sulphuric acid _... -. % Ounce. 
Water _ ‘ae ... 30 gallons. 
"Mix. 
Balneum Potassx# Sulphurate. 
Take of— 
Sulphurated poteen bu ... 4 ounces. 
Water ses oe ... 30 gallons, 


“Mix. 


Balneum Aeris Calidi. 
The patient, undressed, should sit on a closed-bottomed 
chair, and have one or two blankets wrapped round him, so 
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as to be close about the neck and to come down tothe - 
floor all round. Then about one fluid onnce to two fluid 
onnces of spirit should be put in a spirit lamp on the floor 
below the chair and lit. This bath may also be adminis- 
tered to a patient in bed by covering all the body, except 
the head and face, with a blanket supported over the bed 
by a cord or bamboo frame-work, and then heating as before. 
A quarter of an hour should suffice for the administration 
of the bath. Lee’s lamp for heating this bath should be 
used when available. 
Balneum Vaporis. 

Place the patient naked on a cane-bottomed chair and 
envelop him in a blanket, as directed in the hot-air bath. 
Then set underthe chair a small copper bath full of hot 
water and supported on legs, and place below it a lighted 
spirit lamp with a strong flame. lLee’s lamp may be used. 

This bath may be medicated by subliming calomel, iodine 
sulphur, &c., on a heated metallic plate. 





BOLUSES. 


Bolus Ipecacuanha. 
Take of— 
Powder of ipecacuanha ... ... 20 grains, 


Simple syrup, a sufficiency. 


ix. 
To be generally preceded by an opiate draught. 


BOUGIA. 

These are usually made about the size of a No. 9 Catheter 
and in length two inches. 

Gallic acid, 1 grain; Tannic acid, 1 grain; Nitrate of 
Silver, 4 or } grain; extract of belladonna, } grain; sul- 
phate of copper, 1 grain; Perchloride of iron, 1 grain; 
opium, 1 or 2 grains; dried sulphate of zinc, 1 grain. 

Take any of the above drugs and make them into a bougie 
with oil of theobroma, five parts; mutton suet, five parts; 
spermaceti, sixty parts. 


DRESSINGS. 


Boracic Lint. 
. Steep clean lint for ten minutes in a saturated solution 
of boracic acid in boiling water ; drain and hang up till dry. 


DRESSINGS. 


Carbolished Catgut Ligatures. 
Dissolve one part of chromic acid in 4000 parts of dis- 
tilled water, and add to the solution 200 parts of pure car- 
bolic acid, or absolute phenol. This forms a one to 20 solu- 
tion of carbolic acid in an extremely dilute solution of 
chromic acid, but minute as is the quantity of chromic acid, 
it exerts when in conjunction with carbolicacid, a most 
powerful effect upon the gut. The first effect of the 
addition of the carbolic acid to the chromic solution is to 
change its pale yellow colour toa rich golden tint; but if 
the liquid is allowed to stand without the introduction of 
the catgut, it changes in the course of a few hours toa 
dingy reddish brown, in consequence of some mutual reac- 
tion of the two acids, and a considerable amount of grey 
precipitate is formed. If, however, catgut about equal in 
weight to the carbolic acid is adaed as soon as the ingredi- 
ents are mixed, the liquid retains its brightness, and the only 
change observed is a gradual diminution of the depth of 
the yellow colour; the precipitate which probably occurs 
taking place into the substance of the catgut. As soon, 
therefore, as the preparing liquid has been made, catgut 
equal in weight to the phenol is introduced into it, if there 
is too large a proportion of catgut it will not be sufficiently 
prepared, if too small, it may run the risk of being over 
prepared. Atthe end of forty-eight hours, it is sufficiently 
prepared. Itis then taken out of the solution, and dried, 
and when dry, is placed in one to five carbolic oil; it is then 
fit for use. 


Always test the strain of your prepared catgut before 
using it.—Professor Lyster, Lancet, Feb. 5-12-1881, pp. 
201 and 275. 


. Carbolised Cotton. 

Place an open cup full of carbolic acid in a closed tin box 
filled with well cleaned cotton previously boiled in an alka-~ 
line solution. 

Drainage tubes of Decalcified bone. 

Surgeon Deakin in the Indian Medical Gazette of the Ist 
October 1880, proposes the use of the long bones of the 
limbs of poultry and game birds. 


** Long bones of the size required are well boiled to rid 
them of the soft parts. They are then placed for ten hours 
in & mixture of one part of hydrochloric acid and two parts 
of water, this renders the bones soft and pliable, almost 
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all the earthy salts being dissolved out so that the ends of 
the bones can be cut off with a pair of scissors. This hav- 
ing been done, the medullary canal of the shaft should be 
well cleaned ont with a thick wire, or, better, with a fine 
rat-tailed file, and the bone tube should then be well boiled 
in a five per cent. watery solution of carbolic acid to which 
some borax has been added. The tubes should be kept in 
a five per cent carbolic oil.” 


Dr. Neuber of Keil prepared his tubes from the bones of 
the ox, the horse or other animals, he turned the bones the 


proper size and length. The prolonged boiling of the de- 
calcified bones leaves principally gelatine. 


Lister’s Antiseptic Gauze. 


Vide Lancet, page 365, Vol. I, 1875, and page 901, Vol. 
II, 1879. ome ee eres 


Unbleached muslin should be used. 
The materials used for charging the gauze are— 


Carbolic acid ... the ss ... L part. 
Resin ... ibis oot ve --» 4 parts. 
Paraffin aia eee a ... & parts, 


‘In order to charge the gauze, the paraffin and resin are first 
melted together in a water-bath, after which the acid is added 
and blended by stirring. The object now is to diffuse this melt- 
ed mixture equally through the cotton cloth, and for this pur- 
pose two things are requisite, viz., that the cotton be at a higher 
temperature than the melting point of the mixture, and that it 
be subjected to moderate pressure after receiving it. The cotton 
cloth, a yard wide, is cut into six-yard lengths, and these having 
been folded so as to be half a yard square, are placed in a dry 
hot chamber formed of two tin boxes placed one inside the 
other, with an interval to receive water, which is kept boiling 
by fire or gas beneath, the upper edges being connected and pro- 
vided with an exit pipe for the steam. There is also a glass 
tube arranged as a gauge of the amount of the water, and the 
chamber has a properly fitting lid. The bottom of the chamber 
is strengthened with an iron plate to enable it to bear the weight 
used for compressing the gauze when charged. This isa piece 
of wood about two inches thick, nearly fitting the chamber, 
covered with sheet lead, so as to make it about as heavy as a man 
can lift by means of two handles in the upper surface. The 
weight is heated along with the cotton, and is put first into the 
chamber so as to leave the cotton loose for the penetration of 
the heat, which occupies two or three hours. The cotton, when 
heated, is taken out of the chamber along with the weight, and 
placed in a wooden box to protect it from the cold. (It would 
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be better to have a second hot chamber for this purpose, since 
in cold weather the cotton is apt to be too much cooled in spite 
of the protection of the wooden box.) The heated gauze is then 
at once charged with the melted mixture of carbolic acid, resin, 
and paraffin, in quantity equal to the weight of the cotton fabrio 
(or slightly less), and, in order to diffuse the liquid as equally as 
possible, it is sprinkled over the gauze by means of a syringe 
with a number of minute perforations in its extremity, the body 
of the syringe and the piston-rod having each a wooden handle 
to protect the hands of the workman from the heat. The 
syringe is constructed to hold half the quantity of the mixture 
required for charging one piece of cloth. One folded piece being 
placed at the bottom of the hot chamber, its upper half is raised 
and turned aside, and one syringeful is sprinkled over the lower 
half. The upper half is then put back into position and the 
syringeful thrown on. The same process is repeated with all 
the other pieces of gauze, after which the weight is put into the 
chamber to compress the charged cotton, and the lid applied. 
An hour or two are then allowed to elapse to permit the com- 
plete diffusion of the liquid, when the material is fit for use.”’ 


This gauze is supposed to be used “in eight layers with a 
piece of mackintosh under the outer fold.”’ 


Lister’s “ protective” consists essentially of oiled silk varnish- 
ed on both sides with copal varnish. 


ELECTUARIES. 
Confectio Copaibs et Cubebe. 
Take of — 
Copaiba ... a: see ... 1 fl. ounce. 
Cubebs, powdered si ... 480 grains. 
Camphor ses we ... 120 grains. 
Extract of hyoscyamus ... ... 120 grains. 
Carbonate of magnesia .... .» 90 grains. 


Honey. 55% 2 fl. ounces. 


Mix. 
- Dose, a tea-spoonful three times a day. 


Confectio Sulphuris. 


Take of— . 
Precipitated sulphur... ... 90 grains. 
Acid tartrate of potash ... ... 60 grains. 


Honey, a sufficiency for one dose. 
Mix, 
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Confectio Salphuris et Guaiaci. 
(Chelsea Pensioner.) 


Take of— 
Guaiacum resin «. a ... 60 grains 
Powdered rhubarb oes ... 120 grains. 
Acid tartrate of potash ... .» 1 ounce. 
Sublimed sulphur _ ... 1 ounce. 
Nutmeg powdered 165 ...  QOne. 
Honey... ab ant ... 16 ounces. 


Mix. 
Dose, a tea-spoonful three times a day. 


Confectio Sulphuris Composita, “Graves.” 
Take of — 


Confection of senna ; ... I ounce. 
Flowers of sulphur (sublimed) | 1 ounce. 
Powdered jalap ... ses ... 60 grains. 
Copaiba ... us a ... ounce. 
Powdered ginger sii ... 80 grains. 
Acid tartrate of potash .. ..  $ ounce. 


Syrup of ginger, a sufficiency to make a confection. 
Dose, a tea-spoonful to be taken night and morning. 


Confectio Aperiens. 


Take of— 
Jalap in powder ... 234 .. 10 grains. 
Rhubarb in powder ss .. oO grains. 
Acid tartrate of potash ... ... 60 grains, 
Powdered ginger sos .. 10 grains. 


Honey, a sufficiency. 
Mix for one dose. 


ENEMATA. 


Enema Ferri Perchloridi. 
Take of-— 
Tincture of the perchloride of iron. 14 fl. drachm. 
Pure water nee e5 -. 8 fi, ounces. 
Mix. 
Enema Aloes. 
Take of — 


Socotrine aloes... ee .. 40 grains. 


ENEMATA. 
Carbonate of potash oe ass 
Mucilage of starch eae vee 
Mix. 
Enema Commune. 
Take of— 
Table salt 
Congee-water... a 
Mix. 
Enema Astringens. 
Take of— 


Subnitrate of bismuth 
Tincture of catechu 
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15 grains. 
10 fl. ounces. 


1 ounce. 
20 fi. ounces. 


20 grains. 
1 fl. drachm. 


Solution of hydro-chlorate of morphia. 30 minims. 
Mucilage of starch or barley water. 2 fl. ounces. 
or substitute the solution of bismuth and citrate of ammonia 
one drachm, omitting the tincture of catechu. 


Enema Olei Ricini. 


Take of — 
Castor-oil... si “te oe 
Congee-water — 
Mix, 
Enema Ipecacuanhe. 
Take of—_ 


Ipecacuanha in powder ... 
Tincture of opium 
Tepid water nes 
Mix. 
Enema Opii. 
Take of— 
Tincture of opium 


Mucilage of starch ao - 


Mix. 


Enema Terebinthinag. 
Take of— 
Oil of turpentine ... ; 
Castor-oil ... ae ee 
Congee-water Si 
Mix. 


2 .fl. ounces. 
12 fl. ounces. 


40 grains. 
20 minims. 
3 fl. ounces. 


1 fi. drachm. 
3 fi, ounces, 


1 fi. ounce. 
4 fl. ounce. 
183 fl. ounces. 
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Enema Assafotidea. 


Take of— 
Tincture of assafoetida ... .. 1 fl. ounce. 
Congee-water ... se ... 19 fl. ounces. 
Mix. 
Enema Nutritivam. 
Take of— 
Milk ae nee wee _ 4 ounce. 
Egg - sie si One. 
Brandy or ‘arrack.. or ns 4 ounce. 
Tincture of opium — 20 minims. 
Essence of beef or strong beef-tea. 2 to 4 ounces, 
Mix. 
FOMENTATIONS. 


Fotus Camphore et Opii. 
Flannel or spongio-piline wrung out of hot water and 
sprinkled with the following :— 
Tincture of opium 
Spirits of camphor of each 2 fi. drachms. 
Mix. 


Fotus Papaveris. 


Take of— : 
Poppy capsules sliced and oe aaa 
in a mortar ou . Four. 
Water see ses ae . 30 fl. ounces. 


Mix. . 
Boil for 15 minutes and strain. 


Fotus Terebinthineg. 
Flannel or spongio-piline wrung out of hot water (150° 
¥.) and sprinkled with half a fluid ounce of turpentine and 
changed in twenty minutes. 


GARGLES. 


Gargarisma Acidi Hydrochlorici. 
Take of-— 
Diluted hydrochloric acid .. 2 fi, drachms, 


FOMENTATIONS : GARGLES. 15 


Honey ooe bie ae eee + fl. ounce. 
Water sit So oe ...  ¢% fl. ounces. _ 
Mix. 
Gargarisma Acidi Tannici. 
‘Take of — 
Tannic acid -_... eis ... 120 grains. 
Honey. sists ai — 4 fi. ounce, 
Rectified spirit re sisi seg 4 fl. ounce. 
Water... ae ae nie 74% fl. ounces. 
Mix. 
Gargarisma Aluminis. 
Take of— 
Alum eT — ... 180 grains. 
Tincture of capsicum ne ... 2 #1. drachmas, 
Water se —_ oe .-e to 8 fl. ounces. 
Mix. 
Gargarisma Boracis. 
Take of — 
Borax a% Sas eee ... 120 grains. 
Honey wee ais se ... 4 fl. drachms. 
Water i eed on ... to 8 fl. ounces. 
Mix. 
Gargarisma Sode Chlorinate. 
Take of— 
Solution of chlorinated soda oes 4, fl. drachms. 
Water Sas Pe ne ... to 8 fl. ounces, 
Mix. 
Gargarisma Potasse Chioratis. 
Take of-—— 
Chlorate of potash <i ... 120 grains, 
Water oo ; eee ... IL pint. 
Mix. 
GLYCERINE. 
Glycerinum?Ferri]Perchloridi. 
Take of-— 
Glycerine ... . 1 fl. ounce. 


Tincture of the perchloride ofiron. 1 fl. ounce. 
Mix. 
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DROPS. 
Guttz Acidi Tannici. 


Take of — 
‘Tannic acid sas one ... 60 grains. 
Glycerine ... sa 1 fl. ounce. 
Rub them up together in a mor erat) then transfer them to 
a porcelain dish and apply a gentle heat until complete solu- 
tion is effected. 
Guttz2 Argenti Nitratis. 
Of different strengths, from 1 to 20 grains to one ounce 
of distilled water. 


Guttz Atropiz. 


Take of— 
Sulphate of atropine Wee ... 2 grains, 
Distilled water... oe ... 1 1. ounce. 
Mix. 
Gutt~# Atropis cum Oleo Ricini. 
Take of — 
Sulphate of pps aes ... 1 grain, 
Castor oil . beh ... 1 fl. ounce. 
Mix. 
Guttz Todi. 
(Iodine drops for the ear.) 
Take of — 
Tincture of iodine nt -» 1 fl. drachm. 
Iodine we sis dass ee §=«=3>6o Ls grain. 
Rectified spirit ... ss ... 1 fi. drachm. 
Mix. 
Guttz Opii. 
Take of— 
Liquid extract of Crue: ... 1 fl. drachm 
Glycerine ... ve bees ... 98 fl. drachms. 
Distilled water sa ... 4 fl. drachms 
Mix. 
Guttze Zinci Chloridi. 
Take of — 
Chloride of zinc ... ae .. 1 grain. 
Glycerine ... nt si .. ofl. drachms. 
Water ioe ae a .. 4. drachms. 


INJECTIONS HYPODERMIC. 17 


INJECTIONS. 
Injectio Plumbi Acetatis. 


Take of — . 
Acetate of load es 12 grains. 
Water or Nas 12 fl. ounces. 

Dissolve. 
Injectio Zinci Sulphatis. 

Take of —~ . 
Sulphate of zinc ... ae ... 12 grains. 
Water _— on eck ... 12 fl. ounces. 


Dissolve. 


Injectio Zinci Chloridi Fortior. 


@Fako of — 
Chloride of zinc ... re ... 24 prains. 
Water oa a oc ... 12 fl. ounces. 


Dissolve. 


Injectio Zinci Chloridi Mitior. 


Take of — 
Chloride of zinc ... a ... 12 grains. 
Water re oi bis ... 12 fl. ounces. 


Dissolve. 


INJECTIONS (HYPODERMIC.) 
Injectio Morphis Hypodermica. 
Prepared as in the Supplement to the British Pharma- 
copoia. 
Strength, 1 grain of acetate of morphia in 12 minims of 


the solution. 
Dose, 1 to 6 minims. 


Injectio Atropis Sulphatis Hypodermica. 
Take of — 


Solution of sulphate of atropia 
i 1 fl. drachm. 


Distilled water ie .. 24. drachms. 
Strength, 6 minims contain ae grain of sulphate of atro- 


pine. 
Dose, 8 to 6 minims. 
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Injectio Morphie et Atropie Hypodermica, “ Squires.’ ” 


Take of— 
Sulphate of atropia —... ... 1 grain. 
Acetate of morphia ee ... LO grains. 
Water... ... sti +. 1 drachm. 


Hach minim contains ath of a grain of sulphate of atropia 
and 4th of a grain of acetate of morphia. 


Dose, 2 or 8 minims. 


Injectio Chlorali Hydratis Hypodermica. 


Take of— 
Chloral hydrate ... pe ... 10 grains. 
Distilled water... ee .. 1 fl. drachm. 


Mix. 
Strength, 12 minims contain 2 grains of chloral hydgate. 
Dose, 12 to 36 minims. 


Injectio Physostigmatis Hypodermica. 


Take of— 
Extract of calabar bean ... ... 10 grains. 
Rectified spirit, a sufficiency. 
Distilled water to make ... .. 2 fl. drachms. 


Dissolve the extract in the spirit, then add water and 
mix. 


Strength, 12 minims contain 1 grain of the extract. 
Dose, 2 to 6 minims. 


LIQUOR. 

Liquor Arsenici et Hydrargyri Hydriodatis. 
(Donovan.) 

Take of — 
Pure arsenic in fine powder, ... 6 grains. 
Pure Mercury __... ve oe 16 grains. 
Pure Iodine af >... 04% grains. 
Alcohol... ‘8 sla half a fluid drachm. 


Distilled water nine fluid ounces or a sufficiency. 


Rub together the arsenio, mercury, iodine, and spirit until 
a dry mass is obtained, and having triturated eight ounces 
of the water with this in successive portions, let the whole 
be transferred to a flask, and heated till it boils; when cool 
and filtered, let as much distilled water be added to it as 
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will make the bulk of the solution exactly eight fluid ounces 
and six fluid drachms. 


Each drachm contains py grain of oxide of arsenic, 4 grain 
‘of oxide of mercury $ of a grain of Todine in the shape of 
hydriodic acid, in chgmical combination. 


Dose.—Minims 10 to 80 largely diluted with distilled 
water thrice a day. 


LOTIONS. 
Lotio Acidi Boracici. 
A saturated solution of Boracic acid in boiling water to 
be filtered when cool. 


Lotio Acidi Nitrici cum Opio. 


Take of —~ 
Nitric acid a vee ... o0 minims. 
Tincture of opium re ... 380 minims, 
Water ue soe ... to 10 fl. ounces. 
Mix. 
Lotio Alkalina, 
Take of — 
Carbonate of potash or soda ..._—:1 ounce. 
Water ae 20 fi. ounces. 


Mix. 
(Bicarbonate is not to be used.) 


Lotio Nigra. 


Take of— 
Calomel 30 grains. 
Limewater ; bes ... 6 4. ounces. 
Mix. 
Lotio Evaporans. 
Take of—~ 
Hydrochlorate of ammonia ... 180 grains. 
Vinegar 2 fl. ounces, 
Arrack 2 fl. ounces. 
Water — ee ... 6 f1. ounces. 
Mix. 
Lotio Plumbi c io. 
Take of ae 
Solution of the subacetate of 
ead ae .. 980 minims, 
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Tinoture of opium oT .. 14 fl. drachms. 
Water ae ees me ... to 6 fl. ounces. 
Mix. 
Take of — 
Opium ne els es ... 386 grains. 
Boiling water ease aie be 6 fl. ounces. 


Macerate and apply warm on lint under oiled silk. 
Lotio Zinci Rubra. 


Take of — 
Sulphate of zinc ... . 20 graina. 
Compound tincture of lavender .. 1 fl. drachm. 
Water oe — wine to 6 fi. ounces. 
Mix : 
Lotio Sedativa. 
(Hau Sédative.) 
Take of— o 
Spirits of camphor a2 ... I fi. drachm. 
Strong solution of ammonia. ... 7 fi. drachms. 
Distilled water... ee ... 124 fl, ounces. 
Mix. 
MIXTURES (ALTERATIVE.) 
Mistura Iodi. 
Take of— 
Iodine 6: as .. 1 grains. 
Iodide of potassium sass ... 986 grains. 
Distilled water... ad ... 11 fl. ounces. 
Dissolve. 
Dose, one fluid ounce. 
Mistura Potassii Todidi. 
Take of — 
Todide of potassium he ... 120 grains. 
Aromatic spirits of ammonia ... 120 minims, 
Infusion of gentian are ... 24 fl. ounces. 


Mix. 
Dose, 1 to 14 ounces. 
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Mistura Hydrargyri Perchloridi. - 

Take of— | 
Solution of perchloride of mercury, 
B. P. ia ... 12 fi. drachms. 


Distilled water - oe 9 fl. ounces. 
Compound tincture of cinchona.. 14 fl. ounces. 
Tincture of rhubarb Bae ae 6 fi. drachms. 


” First add the solution of perchloride to the water and 
then add the tinctures. 


Strength, each fluid ounce contains +, grain of perchlo- 
ride of mercury. 
Dose, 1 fluid ounce. 


MIXTURES (ANTIPERIODIC). 
Mistura Cinchonini. 


Take of— 
Sulphate of cinchonine ... .. 16 grains. 
-uiute sulphuric acid .-. ... 20 minims. 
Water... sie sas ... to 4 fl. ounces. 

Mix. 
Dose, 1 to 2 ounces. 
Mistura Quiniz. 

Take of — 
Sulphate of quinine. io ... 48 grains. 
Dilute sulphuric acid _... ... 40 minims. 
Tincture of orange peel .. ... 2 fi. drachms., 
Syrup see Ses ste .. 6 fl. drachms. 
Water... sai ... Ll fl ounces. 


Dissolve the quiver in the acid, first mixed in half an 
ounce of water, then add the other ingredients and the 
water. 

Dose, 1 to 3 ounces. 


Mistura Quinidini. 


Take of— 
Sulphate of quinidine ...  «... 16 grains. 
Dilute sulphuric acid ....  .., 20 minims. 
Water hee : one .. 4 fi, ounces. 


” Mix. 
Dose, 1 or 2 ounces. 
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Mistura Cinchons. 


(Fever Miature.) 
Take of— 
Cinchona bark (in coarse poner: 1} ounces. 
Dilute hydrochloric acid.. .. 2 drachms. 


Water, a sufficiency. 


Boil the cinchona bark for ten minutes in ten ounces of 
water and filter. 


Mix the hydrochloric acid with ten ounces of water and 
pour it slowly over the dregs in the strainer, finally pass 
enough water through the filter to make the product 
-measure one pint. 


Dose, 1 to 8 ounces. 


MIXTURES (ASTRINGENT). 
Mistura Acidi Sulphurici cum Opio. 


Take of— 
Dilute sulphuric acid... .. 2 fl. drachms. 
Tincture of opium ee ... 2 fi. drachms, 
Cinnamon water ia ... 114 fl. ounces. 


Mix. 
Dose, 1 fluid ounce. 


Mistura Cretz cum Catechu. 
Take of — 


Chalk mixture 54 fi. ounces. 
Tincture of catechu ... 2 fl, drachms. 
Tincture of opium so w= fl. drachm. 
Chloroform aes eo .. $4. drachm. 
Ipecacuanha wine... sa 1 fi. drachm. 
Mix. 
Dose, 1 fluid ounce. 
Mistura Ferri Pernitratis. 

Take of — ; 
Solution of pernitrate of iron 2 fi. drachms, 
Tincture of opiuih .. $f. drachm. 
Infusion of cusparia to make. ... 6 fl, ounces. 


Mix. 
Dose, 1 fluid ounce. 
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Mistura Carminativa. 


Take of — 
Aromatic spirits of ammonia ... 3 fl. drachms. 
Bicarbonate of soda oe 90 grains. 
Compound tincture of car damoms. 6 fi. drachms. 
Spirits of chloroform _... ... 98 4. drachms. 
Peppermint water aa ... 1O§ fl. ounces. 

Mix. 
Dose, 1 fluid ounce. 
Cholera Drops. 

Take of— 
Sulphuric acid... iG ... 8 minims, 
Rectified spirit... se ... 24 minims. 
Oil of anise ae oe ... 80 minims. 
Oil of cajeput sea pee ... 80 minims. 
Oil of juniper —_ ae ... 30 minims. 
Ether Sane oe tad 4 fl. ounce. 
Tincture of cinnamon... a 2 fil. ounces. 


Mix. 
Dose, 10 minims in half a wine-glassful of water. 


Russian Cholera Drops. 


Take of— 
Ammoniated tincture of valerain. 2 fl. drachms. 
Ipecacuanha wine se ... 1 fl. drachm. 
Tincture of opium ns a 14 fi. drachms. 
Oil of peppermint aan ie > minims. 


Mix. 
Dose, 20 to 25 drops every hour in sugar. 


Cholera Saline. 


Take of — 
Chloride of sodium sans ..» 150 grains. 
Bicarbonate of soda 56 ... 380 grains. 
Phosphate of soda ees ... 50 grains, 


Bicarbonate of potash ...* ... 380 grains. 
Solution of chlorinated soda’... 24 fi. drachms. 
Water. ... sea ee ... 10 f1. ounces. 


Dose, 4 to 1 ounce. 
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COUGH MIXTURES. 


Mistura Cascarille. 
Take of — 
Tincture of squills a! .. 8 fi. drachms. 
Compound tincture of camphor... 14 4. ounces. 
Infusion of cascarilla to make ... 12 fl. ounces. 
Mix. 


Dose, 1 fluid ounce. 


Mistura Ipecacuanh@ Opiata. 


Take of— 
Bicarbonate of soda es .. 60 grains. 
Ipecacuanha wine us .» 2 fi, drachms. 
Spirit of chloroform fi .. fi. drachms. 
Compound tincture of oe 4 fl. drachms. 
Distilled water... ves .. 114. ounces. 

Dose, 1 fluid ounce. 
Linctus Opiatus. 

Take of— 
Tincture of opium Sy ... 2 fl, drachms. 
Dilute i as acid... ... 2 fl. drachms. 
Treacle... ae ... 8 fi. ounces. 
Water =... 3 fi. ounces. 


Mix the treacle with the wiie and fice add the acid and 
tincture. 


Dose, 1 to two tea-spoonsful. 


Mistura Senege. 


Take of — 
Carbonate of ammonia ... ... 60 grains. 
Tincture of senega a6 ... 6 fl, drachms. 
Infusion of senega as .. 641. ounces. 
Distilled water... . 6+ fl. ounces. 


Dose, 1 fluid ounce. 


one ee aes annertneeertantnt 


DIAPHORETIC MIXTURES. 
Mistura Diaphoretica. 
Take of — 
Solution of acetate of ammonia... 14 f1. ounces. 
Spirit of nitrous ether ..  1§ fl drachms. 
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2 fl. drachmas. 


Tincture of Hyoscyamus... wee 

Nitrate of potash ... vee .. 980 grains, 

Infusion of serpentariato make... 8 fl. ounces. 
Mix. 


Dose, 1 to 2 ounces. 


Mistura Serpentariz. 


Take of— 
Spirit of nitrous ether... 6 fl. drachms. 
Spirit of chloroform S53 ... 6 fl. drachms. 
Solution of acetate of ammonia... a ounces. 


Infusion of serpentaria ounces. 
Dose, 1 ounce. 


DIURETIC MIXTURES. 
Mistura Diuretica. 


Take of — 
Spirit of juniper ... _ ... 9% fi drachms. 
Acetate of potash... soe ... 220 grains. 
Nitrate of potash .., ads ... 120 grains, 
Spirit of nitrous ether... ... 6 #1. drachms. 
Decoction of broom to make ... 12 f1. ounces. 

Mix. 
Dose, 1 ounce. 
Mistura Copaibea. 

Take of — 
Copaiba ... se ee ... 1 fl. ounce. 
Solution of potash ats Bigs 4 fl. ounce, 
Spirit of nitrous ether. ... ee 4 fi. ounce. 
Acacia powder... ee ... 80 grains. 
Tincture of hyoscyamus... oe + fl. ounce. 
Cinnamon water ... ae ae 54 fl. ounces. 

Mix. 
Dose, 4 a fluid ounce. 
Mistura Ferri Diuretica. 

Take of— 
Tincture of perchloride of iron... 1 fl. drachm. 
Dilute nitro-muriatic acid -e» 1 fi. drachm. 
Spirit of chloroform ; ... $8 fi. drachms., 
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Spirit of juniper eek ... 2 fi, drachms. 
Infusion of quassia .. 21. drachms., 
Decoction of broom to make ... 12 41. ounces. 


Dose, 1 to 2 fluid ounces. 


Mistura Digitalis et Scille. 


Take of — 
Tincture of digitalis ne .. 2 drachms. 
Tincture of squill es -- 2 drachme. 
Decoction of broom ‘ae »». 12 ounces. 
Mix. 
Dose, 1 ounce. 
PURGATIVE MIXTURES. 
Mistura Sennz Composita. 
(Black Draught.) 
Take of— 
Sulphate of magnesia... ...  § ounces. 
Strong tincture of ginger -. 1 fl. drachm. 
Infusion of senna ens ... I pint, 
Mix. 
Dose, 2 to 4 ounces. 
SALINE MIXTURES. 
Mistura Potasse Nitratis. 
Take of — 
Nitrate of potash r ... 180 grains. 
Peppermint water he ... 104 fl. ounces. 
Spirit of nitrousether... ... 3 fl. drachms. 
Syrup of lemons ... ne .. 1 fi. ounce. 
Mix. 
Dose, 1 fluid ounce. 
Mistura Potasse Chloratis. 
Take of — 
Chlorate of potash in powder... 120 grains. 
Decoction of cinchona .... ... 12 fi, ounces. 


Dissolve. 
Dose, 1 fluid ounce. 
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Mistura Magnesia et Magnesiz# Sulphatis. 


Take of — 
Carbonate of magnesia ... ... 126 grains. 
Sulphate of magnesia... ... 2 ounces. 
Peppermint water hed ... 12 fi. ounces. 


Dissolve the sulphate of magnesia in the peppermint 
water and finally rab down with it the carbonate in a mortar. 


Dose, 1 fluid ounce, 


Mistura Rhzxi Composita. 


Take of — 
Rhubarb root, powdered... ... 60 grains. 
Calumba root, powdered ... ... 100 grains. 
Bicarbonate of soda abs ... LOO grains. 
Peppermint water ade ... 12 fl. ounces 


Rub the rhubarb, soda, and calumba well together and 
then gradually add the peppermint water. 


Dose, 1 fluid ounce. 


SEDATIVE MIXTURES. 
Mistura Bismuthi Sedativa. 


Take of — 
Subnitrate of bismuth ... ... 84 grains. 
Bicarbonate of soda : 84 prains. 
Solution of aycrceniorate ‘of 
morphia “A eae ... 2 fi. drachms. 
Mucilage of gum acacia ... ... 14 fl. ounces. 
Distilled water to make ... ... 12 fl, ounces. 


Rub the bismuth and soda well together, then mix with 
the miner age,add the water gradually,and lastly, the morphia, 
Dose, 1 fluid ounce. 


Mistura Effervescens. 
Take of — 
Bicarbonate of soda ce ... 20 grains. 
Water ee hes ee »» 1 fl. ounce. 
Mix and dissolve in one glass. 
Take of— 


Tartaric acid a ae ... 16 grains. 
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W ater side sie i ... 1 fl. ounce. 
Mix and dissolve in another glass. 


Dose. The fluids to be mixed and drunk during effer- 
vescence. 


STIMULANT MIXTURES. 
Mistura Ammoniz Effervescens. 


Take of — | 
Carbonate of ammonia ... ... 15 grains, 
Water ae eit ee or 1 fl. ounce. 
Mix and dissolve in one glass. 
Take of — 
Citric acid bei oe ... 17 grains. 
Water he ahs 1 fl. ounce. 


Mix and dissolve in another glass. 


Dose. The fluids to be mixed and drunk during effer- 
vescence. 


Mistura Ammoniz. 


Take of— 
Carbonate of ammonia ... ... 40 grains. 
Treacle. a ... 4 fl. drachms. 
Compound tinctureoflavender.... 4 fl. drachms. 
Peppermint water es ... 11 fl, ounces. 


Dissolve the treacle in the peppermint water and then 
add the ammonia and lavendar. 


Dose, 1 to 2 ounces. 


Mistura Stimulans. 


Take of — 
Aromatic spirits of ammonia... _6 fi. drachms. 
spirit of ether... Se ... 14 fl, ounces. 
Chloroform water ... Sa ... 12 fl. ounces. 


Mix. 
Dose, 1 ounce. 
Mistura Spiritus Vini Indici. 
Take of-— 


Arrack ... ee see ... 4 fl, ounces, 
Yolk of eggs ie sa ... Two. 
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6 fl. ounces. 


Cinnamon water ... : 
. 120 grains. 


White sugar aes 
Dose, 14 to 2 ounces. 
Mistura Terebinthine Alcohlolica. 


(Turpentine Punch, “ Graves.’”’) 


Take of— 
Spirits of turpentine... ... 1 ff. ounce. 
Brandy or arrack.. or ... 2 fl. ounces, 
Sugar, a sufficiency. 
Boiling water... me ... 8 fi, ounces. 


Mix. 
Half for a dose, to be repeated if necessary every third 
hour. 


TONIC MIXTURES. 


Mistura Ferri Perchloridi. 
Take of — 
Tincture of perchloride of iron... 2 fl. drachms. 
Infusion of quassia es ...to 12 fl. ounces, 
Mix. 
Dose, 1 fluid ounce. 
Mistura Strychniz et Ferri. 
Take of— 
Solution of strychnia ... .. 40 minims, 
Dilute nitro-muriatic acid .- 80 minims. 
Tincture of perchloride of iron... 80 minims. 
Syrup of orange ie sta .. 4 fi. drachms. 
Water... wee . to 8 fl. ounces. 


Dose, 4 to 1 ounce three times a day. 


Mistura Ferri Phosphatis. 


Take of — 
Phosphate of iron di ... 120 grains. 
Dilute phosphoric acid ... ... & fl. drachms. 
Phosphate of lime... ... ... 180 grains. 
Syrup nee sa ...  & fl, drachms, 
Water  ... oes - ..to 12 fl. ounces. 


Dose, 1 to 14 ounce. 
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Mistura Sulphatis Triplicis. 


Take of — 
Sulphate of quinine nei ... 24 grains. 
Sulphate of iron ne ... 24 grains. 
Sulphate of magnesia ... o. 2 ounces. 
Dilute sulphuric acid _... ... 120 minims. 
Peppermint water vie ...to0 12 fi. ounces. 


Mix. 


Dose, 1 ounce. 


Mistura Acidi Nitro-Hydrochlorici. 
Take of— : 


Diluted nitro-hydrochloric acid... 2 fl. drachms. 
Infusion of chiretta — ...to 12 fl, ounces. 


Mix. 
Dose, 1 fluid ounce. 


Mistura Hepatica. 


Take of — 
Sulphate of quinine eis ... 986 grains. 
Chloride of ammonium ... ... 240 grains. 
Dilute hydrochloric acid... ... 2 fl. drachms. 
Infusion of chiretta are ...to 12 fl. ounces. 

Mix. 
Dose, 1 ounce. 
Mistura Ammonii Chloridi. 

Take of — 
Chloride of ammonium ... ... 240 grains. 
Infusion of chiretta sag --- 12 fl. ounces. 


Mix. 
Dose, 1 ounce. 


Twining’s Mixture for Enlarged Spleen. 
Take of— 


Powdered jalap ... oe ... 120 grains. ° 
Powdered rhubarb ie ... 120 grains. 
Powdered calumba avs ... 120 grains. 
Acid tartrate of potash ... ... 60 grains. 
Powdered ginger site ... 60 grains. 


Sulphate of iron vr ... 10 grains. 
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Tincture of senna .. me .. 4. drachms. 
Peppermint water nae .. to 40 fl. ounces. 
Mix. 
‘Dose, 1 ounce. 


Mistura Olei Dipterocarpi. 
Take of — 
Garjun 01 
Lime water Yequal parts. 
Mix. 
Dose, a dessert-spoonful twice a day. 


Mistura Baela. 
(Bael Mixture.) 

Take of the soft tenacious pulp of the interior of the fruit 
two fluid ounces; water, four ounces; mix thoroughly and 
add sugar two ounces or sufficient to render it palatable. 
Pass the mixture through coarse muslin. A little lime juice 
may be added to improve the flavour. 

The above isa dose, or it may be givenin small and 
repeated doses. 


eng EEC A ere 


MUCILAGES. 
Mucilago Acaciz. 
Take of-— 
Gum acacia in small pieces ... 4 ounces. 
Distilled water... bia ... 6 fl. ounces. 


Put the gum and water into a covered earthen jar and 
stir them frequently until the gum is dissolved. If neces- 
sary, strain the solution through muslin. 


Mucilago Amyli. 


Take of— 
Starch ids au ae ... 120 grains. 
Distilled water... ... LO fl. ounces. 


Triturate the starch with the water, gradually added, then 
boil for a few minutes, constantly stirring. 


PILLS. 
Pilula Colocynthidis et Calomelanos. 


(Oolocynth and Calomel Pill.) 
Take of— 
Compound pill of colocynth ... 48 grains. 
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Calomel ... sie ce ..« 12 grains. 
Mix and form 12 pills. 
Dose, 1, 2, or 3 pills. 
Pilula Hydrargyri et Rheai. 
(Rhubarb and Blue Piilis.) 
Take of— 
Mercurial pill ... 980 grains. 
Compound rhubarb pill .. ... 980 grains. 
Mix accurately and divide into 12 pills. 
Dose, 1 or 2 pills. 
Pilula Calomelanos et Scille. 
(Calomel and Squill Piil.) 
Take of — 
Calomel ... , ade ... 12 grains. 
Squill root, powdered seis ... 12 grains. 
Digitalis leaf, powdered .. ... 12 grains. 
Extract of hyoscyamus ae ... 20 grains. 


Mix and make into 12 pills. 
Dose, 1 pill. 


Pilula Camphore et Hyoscyami. 
(Camphor and Hyoscyamus Piil.) 
Take of— 


Camphor ... a ... 24 grains. 
Extract of hyoscyamus at -.. 86 grains. 


Mix and divide into 12 pills. 
Dose, 1 or 2 pills. 


Pilula Quinie Sulphatis. 
Take of — 
Sulphate of quinine bes ... 60 grains. 
Lime juice, a sufficiency. 
Mix carefully and make into 12 pills. 
Dose, 1 to 4 pills. 


Pilula Quineti. 
(Darjeeling Alkaloid Pili.) 


Take of — 
Quinetum ... she a -» 60 grains, 
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Lime juice, a sufficiency. 
Mix carefully and make into 12 pills. 
Dose, 1 to 4 pills. 


Patterson’s Cholera Piils. 


Take of— 
Calomel 
Opium hos each 1 oz. and 20 grains. 
Camphor . 
Acetate of lead ... ... loz. and 40 grains. 
Acetic acid shi ... 1 fl. drachm. 
Aromatic powder .. 402, and 80 grains. 


Distilled water, a sufficiency. 


Dissolve the acetate of lead in the acetic acid and rub 
up with the opium and camphor, the latter being powdered 
with the aid of a few drops of rectified spirit. Then add 
the calomel and aromatic powder with a sufficiency of dis- 
tilled water to form the whole into a mass, which must be 
beaten up in a marble mortar and divided into 1,000 pills. 


Each pill contains half a grain each of calomel, opium, 
and camphor, one grain of acetate of lead and two grains of 
aromatic powder. 


Dose, 1 or 2 pills as required. 


Pilula Ipecacuanhe cum Opio. 
(Ipecacuanha and Opium Pull.) 


Take of — 
Ipecacuanha powder a ... 48 grains. 
Extract of opium... ve ... 6 grains. 


Mix and divide into 24 pills. 
Dose, 1, 2, or more pills. 


Pilula Ipecacuanhze cum Hydrargyro et Opio. 
(Ipecacuan and Oprum Pill with Mercury.) 


Take of — 
Mercurial pill... bai ... 2 grains. 
Ipecacuanha powder is .. 986 grains. 
Compound ipecacuanha powder... 72 grains. 


Mix and divide into 24 pills. 
Doge, 1 or 2 pills. 
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Pilula Ferri Sulphatis, ‘“ Blaud.” 
Take of— . 


Pure sulphate of iron. 
Pure Carbonate of potash of each 3 of an ounce. 
Powdered gum Tragacanth, a sufficient quantity. 


Make into 46 pills. 


Dose, 8 pills, increased to 4 or 5; if well borne, thrice 
daily. 


Each pill contains about 2 grains of sulphate of iron. 


PTISAN. 
Ptisana Imperialis. 
(Imperial Drink.) 
Take of — 

Acid tartrate of potash ... ... 120 grains. 
Lime peel ... nr og ... 120 grains. 
Lime juice see eid o. 2 fi. ounces. 
Sugar eee er she ... 2 to 4 ounces. 
Boiling water .-e ee ...to 24 fi, ounces. 


Macerate till cool and strain. 


POWDERS. 
Pulvis Elaterii Compositus. 
Take of— 
Extract of elaterium in powder... 4 grains. 
Acid tartrate of potash ... ... 100 grains. 
Ginger in powder... bee ... 20 grains. 
Mix thoroughly. 
Dose, 5 to 30 grains. 
Pulvis Emeticus. 
Take of-— 
Powdered ipecacuanha root ..» 1 ounce. 
Tartarated antimony __.... .. 12 grains. 


Mix. 
Dose, 5 to 20 grains. 
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Take of-—— 
Rhubarb, in powder ae ..» 60 grains. 
Sulphate of potash uaa ... 120 grains. 
Mix. 
Dose, from 15 to 40 grains. 
Pulvis Sode et Hydrargyri. 
Take of — 
Carbonate of soda dried . ... 980 grains. 
Calomel ... ...  §6 grains. 
Aromatic powder of chalk ... 60 grains. 


Rub well together. 
Dose, from 5 to 16 grains. 


Pulvis Sods Compositus. 


Take of— 
Bicarbonate of soda a ... 300 grains. 
Tpecacuanha in powder ... ... 240 grains. 
Opium in powder... oe ... 60 grains. 
Dose, 5 to 15 grains. 
Pulvis Santonini Co. 
(Worm Powders.) 
Take of — 
Santonine . sos ... 20 grains. 
Powdered ginger .. ... 20 grains. 


Powdered seeds of Butea frondosa. 400 grains. 
Dose, 15 to 25 grains morning and evening, to be followed 
by a purgative. 


a re ree eeteperrenew 


: PIGMENTS. 
Belladonna Pigment. 
Take of— 
Extract -of belladonna ..., ... 120 grains. 


Glycerine, a sufficiency. 


Rub the extract of belladonna in a mortar with a little 
glycerine, using sufficient to make it into a thin paste. 


Datura Pigment. 
To be prepared in the same way. 
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SYRUPS. 
Syrupus Ferri Quinia et Strychnis Phosphatis. 
(Syrup of the triple Phosphate.) 


Take of— 
Sulphate of iron ... i .», 300 grains. 
Phosphate of soda ‘ne ... 360 grains. 
Sulphate of quinine o ... 192 grains. 


Dilute sulphuric acid 

Solution of ammonia 

Strychnia ... eit is .. 9 grains. 

Dilute phosphoric acid ... ... 1441. ounces. 

Refined sugar wg as ... 14 ounces. 

Dissolve the sulphate of iron in one ounce of boiling 

water, and the phosphate of soda in two ounces of boiling 
water. Mix the solutions and wash the precipitated 
phosphate of iron until the washings are tasteless. With 
sufficient diluted sulphuric acid dissolve the sulphate of 
quinine in two ounces of water. Precipitate the quinia 
with solution of ammonia and carefully wash it. Dissolve 
the phosphate of iron and the quinia thus obtained, as also 
the strychnia in the dilute phosphoric acid; then add the 
sugar and dissolve the whole and mix without heat. 


of each a sufficiency. 


Each fluid drachm contains— 


Phosphate of iron si .. 1 grain. 
Do. of quinia ae .. 1 grain. 
Do. of strychnia ... w= Fe Bain. 


Dose, 1 to 14 drachms. 


OINTMENTS. 
Unguentum Acidi Boracici. 
Take of — 
Boracic acid finely levigated ... 1 part. 
White wax ae se 1 part. 
Paraffin wae ve .. 2 parts. 
Almond oil ss sfc .. 2 parts. 


Melt wax and paraffin by heating them with the oil and 
atir the mixture briskly along with the acid in a warm 
mortar till the mass thickens, when cool, afterwards rub 
down successive portions in a cold mortar. 
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Unguentum Hydrargyri Perchloridi. 


Take of-— 
Perchloride of mercury ... ... 8 grains. 
Benzoated lard eis ... 4 ounces. 
Mix. 
Unguentum Conii Compositum. 
Take of — 
Extract of conium ... 60° grains. 
Compound tincture of benzoin ... 3 fi. drachms. 
Oil of turpentine a ee 4 fi. drachm. 
Simple ointment an ... 1} ounces. 
Mix. 
Uuguentum Cretz. 
Take of— 
Prepared chalk ... .. 2 ounces. 


Carbolic oil, a sufficiency to make the consistence 
of a thick paste. 


Unguentum Hydrargyri Nitratis Mitius, 
Take of — 


Ointment of nitrate of mercury... 60 grains. 
Simple ointment sie .., 420 grains, 
Mix. 
Unguentum Olei Dipterocarpi. 
Take of — 
Gurjun oil sus ee ... 1 part. 
Lime water ve sis ... 8 parts. 


Mix. 
Must be well rubbed together. 


FOR CHILDREN. 
The following formuiz are calculated for children one 
year old, unless otherwise stated. 


Mistura Acidi Gallici cum Opio. 


Take of — 
Gallic acid its ... 8 grains. 
Tincture of cinnamon _... ... 1 fl. drachm. 
Liquid extract of opium. ... 8 minims. 


Mucilege of gum ce ... 24, drachms. 
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Cinnamon water ... iat .. 64, drachms. 
Water oe ae on ... to 2 fi, ounces. 
Mix. 
Dose, 1 to 2 drachms every six hours. 
Two drachms contain— 


Gallic acid . .. 2 grains. 
Liquid extract of opium .. .e 2 minims, 
Mistura Alterativa. 
Take of— ; 
Syrup of the iodide of iron ... 6 minims. 
Infusion of quassia .to 4 fl. ounces. 
Dose, 1 to 2 ‘drachms. 
Mistura Hematoxyli. 
Take of— 
Tincture of catechu oe .. 2 fi. ounces. 
Extract of logwood oie ... 1 ounce. 
Carraway water ... oe ...to 12 fl. ounces. 


Mix. 
Dose, } to 1 drachm. 


Mistura Olei Ricini cum Opio. 


Take of-— 
Castor oil ... ee wl .. 1 fl. drachm. 
Powdered gum ... Aer ... 82 grains. 
Powdered sugar ... ee ... 92 grains. 
Tincture of opium ve ... 4 minims. 
Aniseed water... a6 .-» to 1 fl. ounce. 


Mix. 
Dose, 1 to 2 drachms. 
One drachm contains— 


Castor oil ... - aN .. 7 minis. 
Gum re sth ee .. 4 grains. 
Sugar... bee. .. 4 grains. 
Tincture of opium ss sia 4 minim. 


Mistura Stimulans et Tonica. 
(Dr. Tanner.) 


Take of — 
Carbonate of ammonia ... ... 82 grains. 
Spirits of chloroform _... .. 1 fi. drachm. 
Compound tincture of cinchona... 4 fl. drachms. 
Peppermint water to... ..to 8 fl. ounces. 


Mix. 
Dose, 2 to 4 drachms every six hours. 
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One drachm contains— 


Carbonate of ammonia ... ais 4 grain. 
Spirits of chloroform ... ie 1} minime, 
Compound tincture of cinchona.. 4 minime. 
Pulvis Hydrargyri cum Ipecacuanha. 
Take of — 
Mercury and chalk cae ... 100 grains. 
Ipecacuanha powdered ... ... 25 grains. 
Dover’s powder ... eee ... 60 grains. 
Bicarbonate of soda oe ... 200 grains. 


Mix. 
Dose, 3 to 5 grains every fourth hour. 


Pulvis Santonini cum Hygrargyri. 


Take of-— 
Calomel ... me p23 ... 10 grains. 
Santonine . _— ... 20 grains. 
Sugar, powdered... his ... 60 grains. 


Dose, 5 to 6 eratas twice a day. 


Pulvis Ipecacuanhz et Potassz Nitratis. 
Take of— 


Ipecacuanha in oe me ... 10 grains. 

Nitrate of potash .. sess ... 60 grains. 

Dover’s powder ... bes as 5 grains. 
Mix. 


Dose, 3 to 4 grains every fourth hour. 


Pulvis Quinis et Potaszw Chloratis. 


Take of— 
Chlorate of potash wad ... 40 grains. 
Powdered ipecacuanha ... ... 10 grains. 
Sulphate of quinine 3 ... 20 grains. 
White sugar, powdered . ... 80 grains. 


Mix. 
Dose, 5 to 8 grains every fourth hour. 


at be. 2. 


DIRECTIONS FOR CARRYING OUT THE ANTISEPTIC METHOD OF 
DRESSING, ACCORDING TO THE PLAN OF ProrrssoR Lis- 
Thr. By J. Marrianp, M. B. 


Steam spray Apparatus.—As the success of this method 
depends primarily upon the efficiency of the spray appara- 
tus, it is essential to keep the latter in the most perfect 
order. It must be constantly and carefully cleaned and 
oiled, and care must be taken that the valves, the cock, 
and the hinges of the spray tube work freely. Before com- 
mencing operations or dressings, the boiler, spirit lamp, and 
glass jar must be respectively filled or replenished. The 
apparatus must be placed in such a position that the spray 
may play freely upon the part to be operated upon, and all 
windows and doors likely to cause a draught must be closed, 
and the punkah must be stopped. Care must be taken that 
the arms or bodies of the operator or assistants do not 
intervene between the spray and the wound. In adjusting 
dressings, they must be folded down towards the spray, and 
the latter must be allowed to play upon the wound to the 
last moment. In removing dressings, one corner must, first 
cautiously, be raised whilst the spray is directed underneath 
it, and the dressings must be lifted away from the spray. If 
these precautions are not carefully attended to, the dress- 
ings may obstruct the spray, and allow the unpurified 
atmosphere to play upon the wound. In case of sudden 
failure of the spray apparatus, a large piece of gauze, 
called a * veil,’”’ soaked in al to 40 solution of carbolic acid 
in water, should always be held in readiness to cover the 
wound. 


Solutions of carbolic acid in water are required of the fol- 
lowing strengths, viz. :— 

(a.) Solution of 1 to 20, is used for ‘ purifying the 
epidermis of the part about to be operated upon; for cleans- 
ing dirty instruments and sponges; and also for washing 
accidental wounds.” It is also used for washing the hands 
of operator and assistants. 


(&.) Solution of 130 is used for producing the spray. 
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(c) Solution of 1—40 is used for washing out wounds 
which are a septic, and healthy granulating surfaces. 


Solutions of carbolic acid in oil ave of two strengths, 
Vig. i— 

Ya). Solution of 1 in 10 of olive oil is used for dressing 
cases in which the gauze dressing is not applicable, such as 
abscesses near the rectum, or those cases, in which there 
are many sinuses, and in which it is not possible to destroy 
all centres of putrefaction. 


(b). Solution of 1 in 20 of olive oil is used for lubri- 
cating instruments introduced into the bladder or rectum. 


Solution of chloride of zinc (40 grs. to 1 oz. of water), 
is used in cases where it is impossible to exclude causes of 
putrefaction from the wound, as inthe mouth and perineum, 
or where sinuses exist. It is also used for cleansing the 
surface of ulcers before applying antiseptic dressings, and 
for purifying accidental wounds. 


Drainage Tubes.—Drainage tubes varying in diameter 
from that of a crow-quill to that of the little finger, pre- 
served in a 1] to 40 solution of carbolic acid. ‘The holes 
must be half the diameter of the tube. In using the tubes, 
they must be cut to the exact depth of the wound. The 
inner end must reach the deepest part of the wound, and 
the outer end must be flush with the skin. ‘T'wo pieces of 
silk ligature must be attached to the edge of the outer end 
of the tube and knotted at a distance of two inches from 
it. These threads must be laid straight upon the skin, one 
at each side ofthe wound. The outerend of the tube must 
always be at the most dependant point of the opening of 
the wound. If the tube has to be placed obliquely, the 
outer end must be cut obliquely so as to be perfectly flush 
with the skin. The tube should not be removed for three 
or four days unless it be obstructed. In large and deep 
wounds, three or four small tubes, side by side, are better 
than one large tube, and may be withdrawn one by one as 
the discharge lessens. In abscesses, the use of the tube 
must be continued until the cavity has completely closed, 
and in wounds it must be used as long as there is any 
oozing. 

Sponges.—Besides the use of sponges for cleansing pur- 
poses, in cases where there is a large amount of discharge 
a sponge is placed over the wound and included in the 
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dressings. All sponges must be wrung out with al to 20 
solution of carbolic acid. 


Protective.—The protective is placed in immediate con- 
tact with the wound. It should be large enough to cover 
the wound, no more. Before use, it must be dipped in al 
to 40 solution of carbolic acid. 


Antiseptic gauze.—In general the gauze is employed 
in eight layers. In cases where there is not much extent 
of skin to overlap, as in herniotomy, or other operations 
about the pubes and groin, sixteen or more layers must be 
used, and loose pieces must be packed round the wound as 
well. In cases where there is likely to be much discharge, 
spare pieces, crumpled up loosely, must be used in addition 
to the layers. The gauze dressing should overlap the wound 
at least nine inches in every direction. In the case of the 
limbs if should surround the whole limb and overlap. A 
piece of gauze soaked in al to 40 solution of carbolic acid 
must be applied over the protective before applying the dry 
gauze dressing. 


Mackintosh.—A. layer of Mackintosh is placed between 
the two outer layers of gauze. It should be slightlysmaller 
than the gauze dressing, and when more than one dressing 
is used, (called a ‘* compound dressing”) care must be 
taken that none of the Mackintosh projects uncovered in 
the vicinity of the wound. The same piece of Mackintosh 
may be used over again if carefully washed ina 1 to 20 solu- 
tion of carbolic acid, and as long as it remains perfectly 
waterproof. 


Catgut ligature.—Carbolised catgut of varying thickness 
is used for ligaturing vessels and for deep sutures. The 
ends of ligatures and sutures are cut shart. 


Boracic lotion, boracic lint, boracic ointment.— Boracic 
lint is used for dressing ulcers and abrasions. 


Boracic lotion aud lint are the best form of dressing after 
operations on the penis. Boracic ointment is used as a 
dressing in ulceration and wounds of the lips, cheeks, and 
nose. 


The Boracic acid dressings should be substituted for car- 
bolic acid, when the latter produces symptoms of poisoning. 
Boracic lotion is a saturated solution of boracic acid in 
boiling water. For boracic lint and ointment, vide Formula, 
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General directions.—Careful attention to every detail is 
essential to the success of the antiseptic method. Omission 
of the smallest detail or any slovenliness or slurring over 
must inevitably result in failure, and may cause the death of 
the patient. 

Operations.—The spray being in position as directed, the. 
skin of the part to be operated upon must be carefully 
washed with alto 20 solution of carbolic acid. So also 
the hands of the operator and assistants. A tray contain- 
ing a 1 to 20 carbolic solution must be placed beside the 
operator, and all instruments must be emersed init. After 
setting aside any instrument, it must be carefully washed 
in the 1 to 20 solution before being again used. 


As regards re-dressing, this is usually done twenty-four 
hours after the operation. As the serous discharge de- 
creases in quantity, the dressings may be left longer; from 
two days toa week. If there is much oozing, the dressings 
may have to be renewed two or three times in the first 
twenty-four hours. If discharge appear at the margin of 
the dressings, they must be renewed at once. 


In re-dressing wounds, they must be lightly washed out 
a 1 to 40 carbolic solution. 


Recent accidental wounds, must be carefully cleansed 
from all impurities with alto 20 carbolic solution and 
afterwards carefully syringed out with the chloride of zinc 
solution. This must be done under the spray, and the fur- 
ther treatment must be similar to cases of operation. If 
however the wound become septic, the spray and ganze 
dressing must be abandoned, and boracic lint and lotion 
substituted. 


Kecisions and removal of dead bone.—In these cases where 
there are sinuses, the latter must be laid open and syring- 
ed out with the chloride of zinc solution. ‘he wound must 
be dressed with carbolic oil and lnt and this must be 
renewed every three hours, until all smell has disappeared. 


Ulcers——~The surface of the ulcer must first be treated 
with chloride of zine solution, and the surroundiug skin 
purified with 1 to 20 carbolic solution. The sore is then 
covered with a piece of protective which should slightly 
overlap its edges. Over this is placed a piece of boracic 
lint large enough to extend an inch or more beyond the 
protective. Over allis placed a gauze bandage and the 
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dressing may be left for two or three days according to the 
amount of discharge. 


Skin-grafting.—Similar dressing to the last may be used, 
each little piece of epidermis being covered by a separate 
piece of protective. 


In operations on the penis, such as circumcision, and 
amputation, the boracic dressing should be applied as 
follows :—-A piece of boracic lint soaked in boracic lotion is 
wound round the organ leaving the orifice of the urethera 
free. Over the whole is laid a loose piece of boracic lint 
covered with gutta-percha tissue. When the patient wishes 
to urinate, the loose apron of lint is raised, and when 
micturition is completed, boracic lotion is poured freely over 
the part, and the apron of lint reapplied. 


After operations on the face.——The wound should be dress- 
ed with a piece of linen spread with boracic ointment. The 
edges of the dressing must be fixed with collodion. 


PART Tit: 


RULES REGARDING DIET AND EXTRAS. 


HOSPITAL RULES, SECTION VII. 


(a.) The dinners are invariably to be served in the pre- 
sence of the Stewards.—Lara. 4. 


(b.) The meals are to be served at the following hours :— 


Karly tea vee es .. OAM. 
Breakfast ae ae .. 10 a.m. 
Dinner a cae bea 9 P.M. 
Tea _ 6 P.M. 


(c.) The tea will be infused (not boiled) in the kitchen 
in the presence of one of the Stewards, and the tea-cauld- 
rons are not to be used for any other purpose. LEach so- 
called pint of téa to consist of thirteen ouuces inclusive of 
the milk.—Para. 5. 


(d.) The Steward, or one of his Assistants, will daily 
superintend the milking of the cows, a memo will be sent 
round with the milk for the patients which the Nurse will 


initial. Each pint of milk is to measure twenty ounces.— 
Para. 8. 


(e.) All extra broths are to be given out at noon except 
when specially ordered for another hour. Each so-called 
pint of broth to consist of sixteen ounces.—LPara. 15. 


(f.) The extra conjees are to be given out at 7 a.m. 
Each so-called pint to consist of ten ounces.—Fara. 16. 


(g.) All wines ordered for patients are to be sent to the 
Nurses in charge of the wards in bottles corked and labelled. 
‘They are all to be given out before noon.— Para. 18. 


(h.) All special orders regarding the cooking of diets or 
extras must be entered on the diet-sheets. 


(z.) <All “ uncontracted articles” require special sanction 
of the Surgeon-General. 


(j.) For diets into which meat enters, black pepper will 
be issued at the rate of one ounce for forty-eight diets, or 
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one-third -of a drachm for each diet.—Medl. Code, Sect. 
XIT, Para. 10f. 

(k.) Spice powder for flavouring puddings, sago, arrow- 
root, &c., in the proportion, of from 10 to 15 grains for each 
is allowed. Spice powder consists of ginger 54 parts, cin- 
namon one, nutmeg one, and cloves one part to be well 
ground and mixed and put into tin boxes holding from two 
to four ounces.—Medl. Oode, Sect. XIT, Para. 10e. 


(l.) A dietis not to be made up of extras alone.—Hos- 
pital order, 16th March 1881. 

(m.) Whena Medical Officer wishes to order conjee in 
the morning for a native patient on full diet, he will mark 
it, Full and C. Two ounces of rice and salt will be deduct- 
ed from the allowance and prepared as conjee.—Hospital 
order, 16th March 1881. 

(n.) Arrack is the only spirit which may be issued to 
natives without special explanation.—Hospital order, 9th 


May 1882. 


TABLE OF DIETS FOR EUROPEAN AND EAST INDIAN PATIENTS 
IN THE GENERAL AND OTHER CIVIL HOSPITALS AT 
MADRAS, LUNATIC ASYLUM, LEPER AND 
LOCK HOSPITALS EXCEPTED. 


ARTICLES COMPRISING THE DIFFERENT HEADS OF DIET FOR A DAY. 
Avoirdupois Weight. 








Spoon. | Milk. | Half. | Mixed. | Full. 
ETT | Sree eI ty me EL | EER PTY At Atle nme tke TO “oN | re 
Sago 3 OZ. Broad iB OZ. Chicken 8 oz. ee 1h oF Moat, ee 
Tea a 'Rice > | or oppers o.! or Mutton OZ. 
Bngar 2 ,, | including 1oz. for Mutton 10 ,, |Mutton for ‘Bread 1 Ib 
Milk 6 ss conjec-water. |Bread 1 lb. curry 8 oz. Potatoes 12 oz. 

. jMilk 2 pts. jPotatoes 8 oz. Rice 8 , Tea “ 
[2 | and 6oz. for Ten. Tea », |Curry Pow- ‘Sugar 14 ,, 

t ‘a » Butter i oz. Sugar 1} ,, der 4 .,, Milk 6 4, 
Rice 20z. 5 945 Sugar » {Milk 6 ,, (Sugar 14,, Butter : ee 
Salt2drs.) - £) including }oz. for|Butter 1 ,, {Milk 6 ,, ‘Onions ae 

i | Tea. Onions 1 ,, |Butter 1 ,, ‘Barley 445 
‘Tea 4 0z, |Barley + ,, | Bread 8 ,, ‘Flour ty 
re. Sie ole ne fe ec 

z. |Sa 8. ae a cats 
in lieu of Rico at Salt 1 ,, ..B.—In this diet 
the discretion of|/lhe Mutton may/tamarind : the Meat may he 
be roasted or | Yoasted or broil- 


the Medical Officer 





| 
i 
i 
! grilled. Inj* «Hoppera’ to weigh ed. In such 
auch cases the) ‘we uunces cochwhen cases the Diet to 
requisite quan- ' be marked “Full 
| 
t 
i 


H 

| tity of Ghee ' varied,’’and But- 
| may he used, , ter or Ghee 1 oz. 
| and the Bar. . to he allo wed, 
1 ley, Onions, and Onions, Bar- 
' and Flour ex- ' ley, and Flour to 
| cluded. : be excluded. 
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Nutrative value as shown by the Nitrogen and Carbon contained 
in each Diet. 





A ARE RC SO ee mY ante inde 
t 
: 


Milk Dict with Rice. erik Diet with 






































Nitrogen hicken. Nitrogen, (Nitrogen 
pee en, 23:5 pha a . 203°1 ‘Nitregen, ake s'189°9, grains’ 249°45 
Carbon Karten ; grains 237°2 |Oarbon, ‘Carbon, 
grains 1,307°6 |_ grains = 4,091°S | Cenban, grains 4,569°5 grains 4,228°8 
Milk Dict with Soo- 83 2,760'8 
Ale aif D Diet with 
Nitrogen, ' Mutton. 
‘ grains 223 Nitrogen, 
Oarbon, | grains 224'7 
grains 4,239°3 Carbon, 
grains 3,904 8 
BREAKFAST. 
sear Geena” VGA GES aaa Gane ae aaa aie 
Spoon. Milk. | Half, : Mixcd. Full. 
BEE Gah asta | Sauer oS -taet 
Tea l ‘pint. ‘Tea 1 pint.'Tea 1 pine Coffee 1 pint.|Tea 1 pint. 
Sugar # oz. |Milk 1 3 ‘Bread 6 Hoppers 6 No.|Broad 6 oz. 
Milk 3 , |Bread 4 ‘Butter 3 ,, |Buttor 4 oz |Batter ts 
Sugar in| | 
DINNER. 
Spoon. Milk. | Half. Mixed. | Full. 
Sago in Rico Mutton in |Rice 8 oz. Broth or 
Jelly 2 oz. |Milk i oe = Broth 1 pt.’Mutton Soup 1 pt. 
Sugar Zz » |Bread 4 oz. 3 or Meat for cur- 7-8 ,,| or Ment 
Sugar ? ,, jae roasted ry roasted 12 oz. 
Boole or fried ae oz.'Vegetables 4 ,, |Bread 4,4, 
u lieu ae Rice. |Bread 4 ,, |Bread 2 5, |Potatoes 12 ,, 
Potatocs 8 ,, 
SUPPER. 
Spoon. Milk. Half. Mixed. Full. 
Ten - pint. |Tea 1 pint. |Tea 1 pint. iCoffee 1 pint. |Tea 1 pint. 
attr oz, |Bread 4 oz.|Bread 6 oz. {Bread 6 oz. |Bread 6 oz. 
Mi e »> | Butter + » |Buttoer 4 »» jButter $§ >» jButter 4 - 


* At the discretion of the Medical Officer. 


N.B,—The Meat for the various Diets must weigh in the raw state, exclusive of bone, 
the weights ese in the Table. An addition at the rate of ene fourth of a pound more 
will be considered an equivalent when Meat is issued with bone 


The number of Diets curried during the month should be saen in a note at the foot 
of the Monthly Statement. 

Wines and Spirits and Eggs may be prescribed in addition to any of the Diets as the 
Surgeon in charge may deem necessary. 

Extras will only be allowed on Spoon and Milk Diets. 


Infant Dieta for the Lying-in-Hospital and Hospital for Women and Children.—At 
the discretion of the Medical Officer according to old ‘* Diet Scale.”* 
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TABLE OF DIETS FOR NATIVE PATIENTS IN THE GENERAL 
AND OTHER CIVIL HOSPITALS IN MADRAS, LUNATIO ASYLUM, 
LEPER, LOCK AND LYING-IN-HOSPITALS EXCEPTED. 


ARTICLES COMPRISING THE DIFFERENT HEADS OF DIET FOR A DAY. 
Avoirdupois Weight. 











timesa week 2 ,, 


Spoon. Milk. Low. Full. 
Sapo 4 o. |Bread 12 oz. |Mutton in Mutton for 
Sugar 2 ,,{ or broth 6 oz. | ourry 8 oz. 
Mi 6 ,, | Rice 12 ,, |Bread 12 ,, |Rice 8. 4 
Rice For 2 ,, | Milk 2 pints|/Ghee or But- Curry Pow- 
} conjee- Sugar 2 oz.| ter L 4 der z 
Salt J water (2 drs. | Ricc For 2 ,, {Onions 1 ,, \OCountry Vege- 
conjec- Ba rley ; 99 tables 4 ” 
isalt y water. 2 drs. | Flour »» |Hoppers 6No.* 
Salt 1 ,, ;Bread t 8 oz. 
Butter or 
| Ghee Lys 
| Salt 1 ss 
Tamarind 33 
Dholl, three 


er ens 
At hy ent, 





Nutrative value as shown by the Nitrogen and Carbon contained 
an each Diet. 


Milk and Bread. Full Diet with 
Nitrogen, grains 23'5 |Nitrogen, grains 183 |Nitrogon, Bread. 
Carbon, grains 1,610°8 |Carbon, grains 3,386 | grains 136°8 |Nitrogen, 
Milk and Rice. Carbon, grains 1734 
Nitrogen, grains 159 | grains 2,315°5 |Carbon, re 


Carbon, grains 4,070 grains 
with Dholl. 


Nitrogen, 

gYTrains 203° 4 
Carbon, 

grains 4,426 2 
Full Diet with Rice. 
Nitrogen, 

grains 157.4 
Carbon, 

grains 4,560 °2 
with Dholl, 
Nitrogen, 

grains 187°4 
Oarbon, 

grains 4,882 '2 





ane em acme 





BREAKFAST. 
Spoon. Milk, Low. Full. 
Saro 1 oz. |Bread or Rice 4 oz. |Bread 4 oz. |Ho B 6 No. 
Sugar %,, |Milk + pt. |Ghee or Butter 4 ,, |Butter 4 os. 


Sugar 1 oz. 
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DINNER. 

Spoon. Milk, Low. Full. 
Sago... ... 2 on. ] Bread or Rice... 8 ox. | Mutton in Mutton for 
8 ae ma i. Milk... .. Lpt. broth ... og. { curry ... 8 ox. 
Mil kK... .. 6, | Sugar ... .. loz. | Bread .. 44, | Vegetables ... : ox 

CEO ian ver ve 
SUPPER. 

Spoon. Milk. Low, Full. 
Bago... .. 2 ox. | Milk... .. & pint. {| Bread . 4 oz.{ Bread .., 8 O28. 
Sugar... .. 4 4, Ghee or Butter or 

Butter ...¢ ,,; Ghee... & 
* Heppers to weigh 2 os. cach when cooked. t Or Rice 1 lb. omitting Bread. 


The weight of Meat in the above Diets to be exclusive of bones. 
In cases in which the Medica) Officer considers it necessary Tea } oz. or Coffee 12 oz. 
per diem may be ordered with any of the above Diets except Full; when given with Low 
ugar 1% og. and Milk 6 oz. will also be allowed. 
Extras, except Eggs and Arrack aro only to be given on Spoon and Milk Diets. 


NOMENCLATURE OF DIETS AND EXTRAS IN 
USE IN THE HOSPITAL. 


Native Driers. 


with bone. | Milk with bread. 
Full ) with coffee. with rice. 
with rice. Spoon. 


Low ( with conjee. 


Native Extras. 


Arrowroot conjee. | Eggs. 

Bread. | Hxtract of beef “ Liebigs” 
Butter. | Ginger tea. 

Beef tea. | Hoppers. 

Barley water. Ice. 

- Bran biscuits. Limes. 
Chicken broth. Mutton broth. 
Chutney. Do. chops. 
Coffee with miik. Do. cutlets. 
Conjee water. Milk. 

Curry, mutton. Oranges. 
Curry, chicken. Plantains. 
Curry, vegetable. ' Pepperwater. 
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Native Exrras —(continued.) 


Rice. 

Raw beef. 

Sago conjee. 
Do. jelly. 


Soojee conjee. 
Sugar. 
Tea with milk. 


Wines and Spirits. 


Arrack. 
Brandy. 


Gin. 


Port wine. 


BKuororean Drers. 


Spoon. 
with chicken. 
Half { with mutton. 


; with soojee. 
Atilk with rice. 
Mixed. 


Full without bone, or varied. 


EUROPEAN EXTRAS. 


Avrowroot conjee. 
Arrowroot jelly. 
Barley water. 
Beef tea. 

Beef tea jugged. 
Bran biscuits. 
Bread. 

Bread pudding. 
Butter. 
Blanemange. 
Chicken broth. 


Oo. curry. 
Do. cutlets. 
Do. grilled. 
Do. jelly. 


Do. pepper-water. 
Do. roast. 
Coffee with milk. 
Conjee water. 
Cornflour conjee. 
Country lemonade. 
Custard pudding. 
Eggs. 
Extract of beef “ Liebiga”’ 
Fish. 
Ginger tea. 
Hoppers. 


Ice. 
Lemonade. 
Limes. 

Milk. 

Mutton broth. 
Do. chops. 
Do. curry. 
Do. cutlets. 


Do. minced. 
Do. pepper-water. 
Oranges. 
Partridge roast. 
Pigeon roast. 
Plantains. 
Potatoes. 
Raw beef. 
Rice. 
Rice pudding. 
Sago conjee. 

Do. jelly. 

Do. pudding. 
Sheep-feet Jelly. 
Sodawater. 
Soojee conjee. 
Sugar. 

Tea with milk. 
Vegetables. 


FORMULE OF EXTRAS. 
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Wines and Spirits. 


Arrack, 
Beer. 
Brandy. 
Claret. 
Gin. 


Porter. 
Port wine. 
| Sherry. 
| Whisky. 


FORMULA OF EXTRAS. 


Arrowroot Conjee—1 Pint. 


Arrowroot % ounce. 
Sugar ... : 4 ounce. 
Arrowroot Jelly—1 Pint. 
Arrowroot 24 ounces. 
Sugar ... 4 ounce. 
Milk 2 ounces. 
Barley Water—1 Punt. 
Barley ... 2 ounces. 
Sugar ... 2 ounces. 
Beef Tea—1 Pint. 

Beef 12 ounces. 
Salt 4 ounce. 
Pepper... 2 ounces. 
Spice ... 1 ounce. 
Blancmange } 1b. 
Gelatine 1 ounce. 
Sugar ... 1 ounce. 
Lime one. - 
Ice 4 pound. 

Milk. 1 pint. 
Bran Biscewiis—1 1b, 
Bran 16 ounces. 
Salt 1 ounce. 
Bread Pudding. 

Bread ... 4 ounces. 
Sugar ... 1 ounce. 
Eges two. 

Mil 15 ounces. 


Chicken Broth~—1 Pint. 


Chicken one. 

Onions... 1 ounce. 
Barley... ... 2s ounces. 
Salt. . 120 grains. 
Pepper GO grains. 


Mint and Parsley. 120 grains. 
Chicken Ourry. 
Chicken of 10 ounces one. 


Ghee . ... 1 ounce. 
Curry powder... 4 ounce. 
Tamarind , 4 ounce, 
Onions... 4 ounce, 
Salt 4 ounce. 
Ohicken Cutlets. 
Chicken one. 
Ghee ... 90 grains. 
Salt . 120 grains. 
Onions... 60 grains. 
Ohicken Grilled. 
Chicken one. 
Ghee ie 1 ounce. 
Salt . 120 grains. 
Pepper 60 grains. 
Ohicken Jelly—8 Ounces. 
Chicken two. 
Sugar ... 3 ounces. 
Limes ... four. 
Eggs oi two. 
Spice ... 120 grains. 
Ice 1 pound. 


$2 
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Formuta or Exrras—(continued.) 


Chicken-Pepperwater—1 Pint. 


Chicken ie one. 
Curry-powder ... 4 ounce. 
Ghee... -..  $ ounce. 
Onions ... ... 1 ounce. 
Salt . 120 grains. 
Limes sie one. 
Chicken Roast. 
Chieken of 10 ozs. one. 
Ghee .. 1 ounce. 
Pepper... 60 grains. 
Salt 4 ounce. 
Chutney—1 Ounce. 
Tamarind ...  } ounce. 
Green Chillies... 4+ ounce. 
Mint, Corian- 
der, and gin} 4 ounce. 
ger, green. 
Sale... ... 2 drachs. 
Coffee—1 Pint. 

Coffee poeaerss 4 ounce. 
Sugar ... : 4 ounce. 
Milk 2 ounces. 


Oonjee-water—1 Pint. 
Rice 
Salt 

Oornflour Conjee—1 Punt. 
Cornflour $ ounce. 
Sugar ... 4 ounce. 
Curry-paste for a European 

Miued Diet. 


Mutton 8 ounces and Vege- 
tables 4 ounces. 


Chillies. . $ ounce. 
Coriander seeds. + ounce. 
Turmerie 4 ounce. 
Mustard + ounce. 
Cummin seeds. 4} ounce. 
Vendiam # ounce. 

+ ounce. 


Pepper... 


2 ounces. 


... 120 grains. 


a a a a ee ie nel 


Curry-paste, $c.—(contd.) 


Garlic ... § ounce. 
Tamarind + ounce. 
Onions... 1 ounce. 
Ghee 1 ounce. 
Curry-powder—15 lbs. 
Chillies ... 2% pounds. 
Black pepper... 14 pounds. 
Coriander ... § pounds. 
Turmeric . 2 pounds. 
Cummin seed... 1% pounds. 
Mustard 2 pounds, 
Vendiam 12 pounds. 
Garlic . ound. 


4 oz. for each Native full diet. 
Custard Pudding. 


Milk 1 pint. 
Sugar ... 1 ounce. 
Eggs two. 
Spice 60 grains. 
Ginger Tea—1 Pint. 
Ginger... + ounce. 
Sugar ... 4 ounce. 
Milk 2 ounces. 
Jugged Beef Tea—1 Pint. 
Beef ... 12 ounces. 
Salt ... 120 grains. 
Pepper... . 120 grains. 
Water... 30 ounces. 


To be jugged for 2 hours. 
Lemonade, Country—1 Pint. 


Limes ... two. 
Sugar .. # ounce. 


Mutton Broth—1 Pint. 
Mutton with bone. 12 ounces. 


Barley .. 4 ounce. 
Onions.. . 1 ounce. 
Mint & Parsley. 120 grains. 
Pepper .-. 60 grains. 
Salt  .-. . 120 grains. 


FORMULE OF EXTRAS. ao 


Formutsa or Exrras—(continued.) | 


Mutton Chops—1 1b. Rice Pudding. 
Mutton... ..  Lpound.|Rice ... ... 2 ounces. 
Ghee... ... 2ounces.|Sugar ... ... 2 ounce. 
Pepper... ... 60 grains.|Milk ... ... 15 ounces. 
Salt ... ... 60 grains./Eggs ... 4 two. 

Mution iii Lb. , Sago Conjee—1 Pint. 
Mutton eg 8 ounces.|Sago_... nee $ ounce. 
Ghee .. t onnee, | Sugar ... oe 4 ounce. 
Curry powder... 4 ounce. Sago Jelly—1 Pint. 
Tamarind vee 4 ounce. Sago ... Sib 2 ounces. 
Onions... ...  ¥ ounce. | Sugar ... .+. «© OUNCE. 
Salt... ani, 4 ounce. | Milk ... ... 2 ounces. 

Mutton Cutlets—+4 1b. Sago Pudding. 
Mutton foe. 8 ounces. Sago bak ee 2 ounces, 
Salt ... ... 120 grains. Sugar ... pee 1 ounce. 
Ghee ... sae 2 ounces. Liggs ves noe two. 
Onions... Beate t ounce. Milk sd eas 15 ounces. 
Pepper ; 60 grains.| Sheep-feet Jelly—4 lb. 
Mint & ‘Parsley. 120 grains. Sheep-feet ... eight, 

Partridge aca | Water .. ae 2 pints. 
Partridge _ Sugar ... ...  § ounces. 
Ghee ... oes 1 ae. Bree sire Hak three. 
Pepper... . 60 ggs ... or two. 
Salt — fe ra ha Cinnamon ..- 120 grains. 

Cloves ... saat one. 

Pepper-water—1 Pint. Sherry ... ... 14 ounce. 
Chilly ... ..» ounce. (Ice... ... 1 pound. 
Pepper... ... ounce. Sofi : 
Garlic ... ... 2 drachs. hie Si is ea — 
Tamarind ve 4 ounce. as as : 
salt... ... 93 drachs. BEeSt sa: nee zOUnCe: 

Pigeon Roast DOR ere 
: g ; Tea ave as + ounce. 
Pigeon... << ee Sugar ... ...  ¥ Ounce. 
tad oe aes Py; oe Milk ... ... 2 ounces. 
oi. io } an Vegetable Curry—4 Ownces. 
; Vegetables .-- 4 ounces. 

Raw Beef Juice. Curry powder .. 4 ounce. 
Beef... .. 1 pound. | Tamarind ... ounce, 
Hydrochloric acid 40 drops. | Onions «e- Ounce. 


Self ... oie # ounce. | Salt ... ses 4, ounce. 
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The following table copied from the Madras Manual of 
Hygiene gives the number of grains of nitrogen and carbon 
contained in one pound of the following articles of food :— 





95 | 5,987 | Herrings (red) ............ 217 | 1,485 
Do. green ......ceceeveee 76 | 5,426] Maize meal................0. 120 | 8,016 
Barley meal................. 68 | 2,563] Malt liquor ............... 1 274 
Do. pearl .........006. 91 | 2,660] Milk, new ............06000 44; 599 
Beef, cooked ............... 804 | 1,854] Do. skimmed ............ 43 438 
Do. fat uncooked ...... 154 | 1,578] Mutton, cooked............ 804 | 1,888 
Do. ordinary .........0. 184 | 1,024] Oatmeal ..............00..08. 186 |} 2,831 
BiSCWlG aeliiik csvset Gadedes 863 | 2,928] Paranips ..............cc0000s 12 554 
Bread, average ............ 88 | 1,975] Peas (split) dhdl ......... 248 | 2,699 
Bullock’s liver ............ 204 | 9384 | Pork (fat) ...............00. 106 | 4,118 
Buttor ........cccccccaceeevene O°2 | 6,456 | Potatoes .........cccccecsesce 22 769 
Buattermilk.................. 44 | 387 | Rice....... cece eee eee 68 ; 2,782 
Butter visssseswsevedevswiacs O°2 | 6,456 | Sago.........cccccevserecsenees 18 | 2,555 
CALLOUS: 256 ver seeliresaveeses 14; 508 | Sugar ...........cc cece eee ees ... | 2,955 
Cheese, chedder ......... 806 | 8,344] Turnips .................008- 13 263 
Cheese, skim milk ...... 483 | 1,947 | Vegetables (green) ...... 14 420 
COCOR: i iienscssfevedeianeees 140 | 3,984 |] Wheat flour (seconds)... | 116 | 2,700 
ge er eet ree 149 | 1,144 | Whey ............ cc cece eeeeee 13 154 
Fish, white ...........00.. 195 | 871 


The following quantities of each of the alimentary groups 
and of the nitrogen and carbon are necessary for maintain- 
ing in health an adult man under moderate labor. (Moles- 
chott.) 


Albuminates.... ve ... 44 ounces. 
Carbo hydrates... aes ite 14 ounces. 
Fat ae dts ~ ... 2°75 ounces. 
Salts... bist ae ... 437 grains. 
Total water-free food equals twenty-two ounces, or 
Nitrogen sad oie ... 800 grains. 
Carbon ” ... 5,000 grains. 


At pages 97 and 99 of the Manual it is stated that the 
following quantities of nitrogen and carbon are sufficient to 
keep a man in health while in a state of idleness of mind 
and body. 

Nitrogen os sae ... 200 grains. 

Carbon oe ve ... 8,500 grains . 
and that 138 nitrogen grains per diem are required to carry 
on the necessary physiological work of the body. All these 
calculations were made for Europeans in their own climate. 


Nee " Nee ." e 
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ALCOHOL TABLE. 


The weight of Absolute Alcohol (sp. gr. 796 at 68° F.) and of Carbon 1% 
measured quantitses of spirituous liquors, 








1 oz. Avoir. 1 oz. Avoir. 

cS . Abs. Alcohol Carbon is 
Spirituous Liquors. is contained | contained in 
in fluid ounces.| fluid ounces- 


ARDENT SPIRITS, 


Proof spirit 2°26 4°3 

Whisky 2°6 5°0 
Brandy 2°7 5°0 

Rum 2°8 5'3 

Arrack 8:0 58 

Gin 8°2 5'5 

WINES. 

She dea te 66 10'2 

Cape Madeira ; 68 11°0 
ort gee 6°9 10°3 

Marsala ... 75 11:7 

Champagne 12°6 11°3 

Hock a be 18°4 20°4 

Hungarian Red Voslau 14/1 21°2 

Burgundy... sae 15°2 23°8 

Moselle 15°2 23°3 

Claret 16°8 23°4 

Sauterne ... she te 19°0 27°2 

Hungarian White Neszwely 19°0 28°8 

Cider esi ne wha 64°0 40°0 

Matt Liquors, 

Ale, Burton, Bass, © 84/ 12°5 9'0 
PB) 29 99 60/ 14°2 13°0 
» Pale, Pe 0/ 19°0 17°56 
» India Sere, ns pee “ea ay 

cotch (Edinb. 19° : 
or) Bottled {Pale ( oe, a5 0 205 
‘ re ight penny... 22° 
»» Family 1/ gall. rs a ‘ 24°9 22°0 
o » Four penn 25 4 23'0 

Stout, Dublin bottled 28'°8 16'°7 
» * London a 21°5 18'9 

Porter, London 85'6 26'°6 





Cd 


(DosxEn’s Diet and Regimen.) 


Asarule the average allowance of absolute alcohol taken 
by a healthy adult man in twenty-four hours should not 
exceed from one ounce to one-and-a-half ounces, in what- 
ever shape itistaken. (Anstie. Practitioner, vol. 3, p. 37.) 


PART IV. 


HINTS ON THE CLINICAL EXAMINATION OF PATIENTS. 


CHAPTER I. 
SUGGESTIONS REGARDING CLINICAL STUDY. 


A few words on the general question of clinical study 
will, I hope, help the student to understand the system he 
commences to work under, and to appreciate the hints which 
I have compiled from very various sources on the subject of 
the observation of disease. Every student attending the 
Madras College is supposed to have a year’s preliminary 
training at least, either in the up-country hospitals, in the 
out-patient department, or Surgical Wards of the General 
Hospital before he is permitted to commence regular ‘ case 
taking’ in the wards. During this period he has much to 
learn. I may here repeat the advice of one of our greatest 
teachers,* “‘ Use your observation to the utmost, be continu- 
ally in the wards looking at the sick and asking them 
questions, be inquisitive about the effects of medicines, be 
listening perpetually with your bare ears or with the help 
of the stethescope at the chest, that you may become fami- 
liar with the sounds of healthy respiration and the healthy 
contraction of the hearf, and then try to use the same means 
for the detection of disease. Accustom yourselves to feel 
the pulse, the number of the beats is easily measured, but 
it has qualities which are referable only to the sensation of 
him who feels it, and you must educate your touch to the 
discrimination of them, for these qualities, much more than 
its mere number, secure to guide us in the detection of 
disease and the method of treating it. The tongue too 
must be often looked at before you will be able to detect 
upon it the marks which are morbid. There are certain 
secretions also, the different morbid qualities of which you 
must learn by frequent examination ; the expectoration, the 
urine, both have qualities upon which may depend the 
diagnosis of disease and the choice of remedies. These are 
a few cardinal points with which habit must render you 


* Dr. Latham, 
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familiar, and enable you to appreciate the information they 
are calculated to convey, before you can take cases for your- 
selves with any prospect of advantage.” 


** Let me also mention the Physiognomy of disease. This 
can never be adequately described, and I urge you always to 
remark it, and to dwell much on it, for some acute observers 
have drawn such secrets from the expression of the coun- 
tenance, that it has been to them in the place of almost all 
other symptoms.”’ 


I would only add to this regarding the work you should 
do in the out-patient department and in the Surgical 
Wards; now, is the time you should learn to bandage 
neatly and well, learn the uses of the different kinds of 
bandages, and how to apply them; learn the use of all the 
different Surgical dressiugs you see applied, and how to 
apply them yourselves with cleanliness, neatness, and care. 
Learn the names, and uses, of all the sounds, and specula 
the Surgical instruments, and especially of those inthe sur- 
geon’s pocket case. Whenever you see a new Surgical appli- 
ance in use, be sure you find ont what it is for, and how it is to 
be applied. Now is the best time to commence training your 
sense of touch, and sight. Never let any opportunity pass 
you of feeling a tumor, or seeking for fluctuation, of handling 
a fractured, or dislocated limb; train your eye to know at 
once the normal appearance of the healthy body, learn all 
the “ Surgical landmarks ;” acquaint yourself with the 
names, composition, and nutritive values of all the hospital 
diets, and extras, so that when you commence the more im- 
portant duty of “‘ case taking,’’ you will be able to understand 
the principles on which diets, and extras, are ordered. 


Lastly, you should learn the use of the microscope, there 
is vo vast difficulty about it, and I hope the chapter on its 
use will make it clear to you that all it requires is a little 
time, and patience, to enable you to manipulate it, so that it 
will help you aé clinical work. 


The students who have passed through their preliminary 
year are permitted to take cases, and will learn from them 
in proportion to the extent they have carried out the above 
suggestions, and acquired facts in the anatomical, physiolo- 
gical, and chemical classes, which they have attended or 
are attending. 


It is in the Wards of an hospital that the art of the pro- 
fession can be learnt, all your other studies are to enable 
8 
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ou to practice this arf, and in proportion to the way you 
beara to apply the facts you have acquired in your different 
classes to the accurate observation of disease you will be 
successful clinical students. By the hospital rules the clini- 
cal clerks are required to help the assistant clinical clerks in 
the taking of their cases, and may be a very great assistance 
to them, if it is given willingly. The case has to be read out 
to the visiting Medical Officer who, corrects any errors, finds 
out from the clinical clerk what he considers the case to 
be, what would be his treatment, and what is the pro- 
bable result. ‘These points the clerk should have settled 
in his own mind beforehand, and be able to give his 
reasons. ‘The case should then be transcribed into the 
clerk’s journal with full records of the diet and treatment, 
submitted through the clinical clerk for corrections, who 
hands it to the clinical teacher for final correction before it 
is copied into the hospital journal. The case books of the 
clinical clerks are handed in direct. 


The first impression of a clinical student in an hospital 
is that his task isan impossible one. Dr. Latham thus 
graphically describes his feelings: ‘* The scene bewilder- 
ed me, and I learnt nothing for months. It was something, 
however, to become reconciled to the objects around me, 
and to look with complacency on what was going on. All 
Isaw was “a great multitude of impotent folk’? and 
the physicians busy among them with the expedients of 
their art. And some were recovering, and some dying; 
some getting better, and some worse, and some remaining 
unalterably the same. The physicians and their art con- 
fronted the patients and their diseases, and exercised, I 
plainly perceived, wu great power upon the whole.” 


When you have got beyond this stage, you will be able to 
commence case taking with advantage. The habit you 
acquire as a student of observing disease, like all habits, 
tends to stick to you through life, and if you acquire accu- 
racy of observation it will be invaluable to you. The first 
thing you have to do, is to gain the confidence of your 
patient; this can only be done by calmness, delicacy, sym- 
pathy, patience, and kindness. The patient is often ner- 
vous, timid, embarrassed, deaf, or the state of his health may 
interfere with his giving clear answers to your questions. 
In Southern India, the natives are particularly nervous, and 
often make false assertions, with regard to the duration of 
their illnesses on account of the mistaken belief they have, 
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that if their disease is chronic, we will do nothing for them. 
You can only get over these difficulties by gaining their 
confidence. 

Before asking any questions you should observe the 
expression, whether the complexion is florid, pale, or dusky, 
in natives the tint of the skin changes and loses its glossy 
appearance; note the general bulk of the body, whether 
well nourished, or wasted, whether there are any local swell- 
ings, atrophies, or eruptions ; note the power of locomotion, 
and the free use or otherwise of the limbs; also form your firat 
impressions of their vital powers—all this you soon learn to 
do at a glance, and then you proceed to observe the case 
according to the rules laid down further on. I find it 
always best to examine my cases first thoroughly, diagnose, 
if possible’what is the matter with them, and then sit downto 
record the description of the case, with its signs, and symp- 
toms, followed by the history, diet, andtreatment. It takes 
long and careful practice before a student can record a case 
so that it isa real ‘‘ picture in words,” such as any physician 
reading it, would be able to say at once, what the case had 
been. One great fault I have seen in the cases recorded in 
the General Hospital is that many of the students get into 
the habit of recording their cases in a routine manner so that 
numbers of the cases appear the same when re-read. It is 
not so in reality, every case of disease differs as much as the 
sufferers themselves differ, and the student should acquire 
the habit of describing eath case as it existed. Lord Bacon, 
in advocating the writing of narratives of cases which he 
points out is asold as the time of Hippocrates, says, ‘* Nor 
get to exclude all but prodigies, and wonders, as several have 
done, for many things are new in their manner and circum- 
stances, which are not new in their kind ; and he who looks 
attentively, will find many particulars worthy of observation 
in what seems vulgar.”’ 


Latham says when writing of books for students to read, 
«‘ They only who are practically informed can read good 
books with profit, or bad books without injury.”’ 


The different Manuals you are supplied with from the 
College will be very valuable to you, but you must remember 
that they do not describe disease, as it exists, they have 
been happily compared to ‘‘ maps’ of a country, and used 
as such they will be useful. Your plan is to study the case 
as itis corrected by your clinical teacher, read up the subject 
at the same time in your manual], and when you meet with 
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any difficulties do not -fear to ask your teacher. You may 
also learn much by conversation on such subjects with stu- 
dents who have studied them. 


If the student records his cases carefully, and fully, his 
hospital case book will always be of use to him in after life 
for reference, still more so, if he records an accurate com- 
mentary at the end of each case. 


Lastly, a few words on the duties of the post-mortem 
clerks. If you neglect your opportunities now you may never 
have the same chance again of seeing post-mortem demon- 
atrated, or acquiring the necessary dexterity, and system. 
In every case that it is possible yon should endeavour to 
confirm the accuracy of the diagnosis, and of your observ- 
ations of the physical signs during life. It isin the post- 
mortem room, you often learn modesty with reference to 
your powers of diagnosis. Every case you examine will 
teach you something new of the variations found in diseased 
structures. It is a necessary preparation for the medico- 
legal examinations which every medical man in this country 
may be called upon to make. The post-mortem room is 
also an admirable place to acquire dexterity in passing 
catheters, in drawing teeth, in passing the cesophageal 
tube, and in handling the knife generally. 


CHAPTER TI. 


DISEASE. 
HOW MODIFIED. DEFINITION. DIAGNOSIS. SYMPTOMOLOGY. PROGNOSIS. 


There are certain differences between man and man which 
modify all disease; these are either original, or acquired. 
The orzginal, include those due to temperament, diathesis, 
hereditary predisposition, race, idiosyncrasy, and also those 
due to sex, and age. The acquired differences, are due to 
air, and climate, place of abode, supplies of food, and water, 
clothing, habits, occupation, mode of life, and also those 
due to diseases latent in the system. 


Temperament.—The term is a useful one as it gives e 
good generalization though it wants in accuracy. The tem- 
peraments of people differ in kind, the differences correspond- 
ing to peculiarities of external form. The temperaments 
have been divided into the sanguine, phlegmatic, bilious, 
nervous, and mixed. | 
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In a European of sanguine temperament, we see moderate 
plumpness, firmness of flesh, hair red or light chestnut, 
eyes blue, complexion fair or florid, skin soft, circulation 
active, pulse full and frequent, countenance animated, move- 
ments quick, passions excitable, mind volatile and unsteady. 


In a phlegmatic or lymphatic European, we see roundness 
of form, softness of flesh, hair fair, eyes blue, grey, or hazel, 
skin pale, lips large, face wanting in character and expres- 
sion, circulation languid, pulse slow, all the functions bodily 
and mental are torpid. 


In the European of bilious temperament, we see firmness 
of flesh, harshness of outline, strongly marked and expres- 
sive features, hair and eyes are dark brown, or black, com- 
plexion swarthy, superficial veins prominent, pulse full, 
moderately frequent, much energy of character, great 
power of endurance, physical and mental, permanence of 
impressions. If the mind is unusually serious and sad, it is 
called the melancholic temperament. 

A European of nervous temperament is of a small spare 
form, soft and slender muscles, features delicate, hair fair, 
complexion pale or slightly tinged with red, lips thin, eyes 
light and sparkling, pulse small, frequent, and easily excit- 
ed by emotion, senses acute, thoughts and movements 
quick, imagination lively. 

The mized temperament is the most common in all races, 
though, generally speaking, some peculiarity of tempera- 
ment predominates. These general descriptions may be 
adapted to the observation of disease amongst the natives 
of India, by close observation of the individual charac- 
teristics of the sick. 


Different classes of diseases seem to attack persons with 
different temperaments. In those of sanguine temperaments, 
acute inflammations, and active hoomorrhages, are most com- 
mon. In those of phlegmatic temperament, congestion, and 
sub-acute inflammations, glandular, and tubercular diseases, 
are seen. In the bilious, disorders of the digestive system, 
end depression of spirits. In the nervous, undue mental 
excitement, and diseases of the nervous system. 


Dr. Wise, in his work on Hindu Medicine, points ont, 
that the ancient Hindu physicians recognised seven differ- 
ent temperaments, and laid great stress on them. These 
temperaments were considered by them to be due to the excess 
_of the different “humours ;’’ first, excess of air (véyu) ; second, 


62 CLINICAL MANUAL. 


excess of bile, (pitta) ; third, to an excess of phlegm, (kofa); a 
fourth, fifth, and sixth to an excess of two of these humours, 
and a seventh temperament is produced by an excess of 
three humours, air, bile, and phlegm. The belief in the 
influence of these humours is of great interest to us in India, 
as it is so generally held by the natives of the country, and 
affects nearly all their views as to the causes of their in- 
dispositions. 

Diathesis, has been defined by M. Littré, as a general 
tendency, in virtue of which an individual becomes the 
object of several local affections, similar in their nature. 
Thus we speak of the gouty, the rheumatic, the syphilitic, 
the purulent, the scrofulous, the calculus, the oxalic acid, 
diathesis. By cachexia, is meant, a depraved condition of the 
body, in which nutrition is everywhere defective (Power 
and Sedgwick), as the cachexia due to malaria, to syphilis, 


to scrofula. 


Disease.—lussel Reynolds says, ‘‘ Disease is defined to be 
the sum total of changes from a condition of health which 
may be recognised in either function, or structure, or both ; 
and the names of diseases are merely held to be convenient 
expressions for their recognition.’”? Dr. Williams says, 
‘* Disease of function, is known from its deviation from a 
standard furnished by physiology ; and disease of structure, 
is recognised by « departure from a standard supplied by 


anatomy.” 


The Hindu Physicians, who founded their ideas of the 
pathology of disease on the derangements of the different 
“‘humours,’”’ left out of consideration altogether, the great 
influence of the solid tissues of the body ; they had not the 
requisite chemical, histological, and microscopical, knowledge 
to understand, the great changes, which go on in the solid 
tissnes, under what we recognize as normal nutrition, the 
conditions of which Paget, has defined, as, a healthy state 
and composition of the blood, from which the materials for 
nutrition are derived ; a regular, and not too far distant, 
supply of such blood; a certain influence of the nervous 
system ; and lastly, a natural state of the part to be nourished. 


Ajtiology, or the causation of disease-—The exciting 
causes of disease, are, chiefly mechanical, and chemical in- 
juries, unwholesome food, undue exertion of ‘mind or body, 
sudden and violent atmospheric changes, parasitic animals 
or plants, atmospheric poisons, poisons generated by the 
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human body itself, and those of poisonous insects, reptiles 
and mammalians. 


Diagnosis.—'T'o make a satisfactory diagnosis is the aim 
and object of every medical man called in to treat a case. 
A satisfactory diagnosis is defined by Roberts, as implying 
a complete, exact, and comprehensive knowledge of the case 
under consideration, as regards the seat, extent, origin, 
and nature, of all existing morbid conditions; sucha diag- 
nosis cannot always be made, but, it should always be at- 
tempted, and the man who makes the fewest mistakes, will 
be the most successful in his diagnosis. ‘The commonest 
error, is to rest content with merely- ascertaining the chief 
symptoms present, perhaps giving aname to the group, 
such as dyspepsia; or to fix upon one permanent symptom, 
é.g., ascites or jaundice, and call that the disease, while no 
attempt is made to interpret the meaning of the phenomena 
which are observed, or to find out the pathological condi- 
tions upon which they depend. 


In attempting to form a diagnosis, a process of mental 
reasoning should be gone through, which needs to be more 
or less elaborate in different cases, according to their 
degree of difficulty, the facts elicited being passed in 
review, and certain conclusions founded upon them. 


Methods of making a diagnosis,——-A direct diagnosis may 
be made where there is some combination of clinical phe- 
nomena, or some pathognomonic symptom, clearly reveal- 
ing the nature of tho disease. A differential diagnosis is 
not so easy, diseases which resemble each other have 
to be called to mind, and discriminated from each other. 
A. very careful consideration of all the elements which 
are available for assisting at forming a diagnosis is often 
required, These elements, when the patient is first seen 
are :—1. The general history, family history, and pre- 
vious health. 2. The history of the present illness, as to its 
duration, probable cause, mode of invasion and progress. 
3. ‘he actual clinical phenomena observed, especially those 
of an objective character. Even after the fullest considera- 
tion of all these points, it is sometimes impossible to come 
to any, or to more than a doubtful conclusion. Under these 
circumstances it is extremely important not to form a hasty 
opinion, but to learn to wait, and see, what assistance the 
course of events may render. ‘This rule is especially to be 
attended to, in cases of acute febrile disease, otherwise very 
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serious mistakes are liable to be made. The further ele- 
ments in the progress of acase which may aid diagnosis are 
—4, Its clinical course, duration, and termination. 5. The 
phenomena observed on repeated examination under various 
conditions 6. The results of treatment. 


In some obscure cases, a diagnosis can only be made by 
the process of exclusion, iie., by proving the absence of all 
diseases which might give rise to the symptoms observed, 
except one, the presence of which therefore is rather a 
matter of probability than actually indicated by any posi- 
tive signs. Occasionally, it is quite impossible to come to 
any conclusion as to the nature of the malady from which 
a patient is suffering, and even, in the post-mortem room 
we are some times at fault. 


Atkin, defines the art of diagnosis as the power of con- 
verting symptoms into signs. 


Symptomology or Semiology.—All diseases of structure 
whether from external injury, or internal changes, cause 
rome disorder of the functions of the body, and almost 
every disorder of due function, tends to derangement in 
those most closely connected with it. These disordered 
functions are called symptoms, for instance, redness, swell- 
ing, heat, and pain, are symptoms of inflammation. 


The study of symptoms is called symptomology or semi- 
ology. The term symptom is variously used. Ist, objec- 
tive symptoms are those ascertainable by the physician. 
2nd, subjective are those expressed by feelings of the pa- 
tients. 3rd, commemorative, include the previous history 
and condition of health. 4th, Diagnostic. Sth, Prognostic. 
6th, Therapeutic, these terms describe themselves. 7th, 
Pathognomic, those peculiar to, or characteristic of, a disease. 
Sth, Indirect, those manifesting themselves through the 
medium of some other part, or of the system at large. 9th, 
Direct, or local, relating to the part affected. 


Much confusion has arisen in the use of the word sign. 


Frequently it is employed as synonymous with symptom, 
bat, this is not correct, for a sign, really means a symptom 
which points to the nature of a disease ; in short it is a diag- 
nostic or pathognomonic symptom. Physical signs, strictly 
speaking include all objective symptoms, though, only such 
of these as are elicited by certain special methods of phy- 
sical examination, are recognized by some as physical signa, 
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| Prognosie.—To be able to foresee and predict what will 
take place in any individual case requires great experience 
and judgment. A correct prognosis implies a just diag> 
nosis, an accurate knowledge of the natural course of the 
disease, an appreciation of all the peculiarities original and 
acquired which distinguish one man from another, and @ 
large experience of the virtues and powers of remedies. 


Never volunteer a prognosis to a patient or the friends; 
if asked, and your mind is clear, answer directly ; if you are 
in doubt, be very cautious. Your statements if possible 
should be in a hopeful direction, as it will lead the patient 
and the friends to adhere to the treatment which you hope 
will be successful. Ina clearly fatal illness when the patient 
or his friends asks you whatis to be the result, you are 
bound to tell them. 


CHAPTER III. 


SCHEME FOR CASE TAKING AND DIRECTIONS REGARDING THE CLINICAL 
EXAMINATION OF PATIENTS, 
This, and the two following Chapters, have been slightly 
altered from notes drawn up by the late Surgeon Major 
Chipperfield for the information of his class. 


In order to form a correct diagnosis, it is important to carry 
in the mind a certain definite course of inquiry, according 
to which a faithful history of the case may be obtained. 


The following plan of examination will be found useful. 


Inquire into and record the age, occupation, race, caste, 
temperament, and habits of the patient. 


Ascertain when the first departure from health occurred, 
how it was manifested, and in what order the morbid phe- 
nomena appeared. 


The first deviation from health sometimes leads at once 
to the seat of disease. 


The order of sequence of symptoms often helps us to trace 
the phenomena to their origin; but great caution is neces- 
sary here, as patients frequently mistake, and are uncon- 
cious of slowly advancing maladies. * 


The duration of the disease is important. a. It may at 
once lead to a knowledge of whether the disease is acute or 
chronic. 6. It may tell of a previous condition of weakness 
or long ailment, which may not have been incompatible 
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with the subsequent occurrence of acute disease, but which 
may materially guide in its treatment. c. By comparing 
the duration with the effect upon the patient, it may be 
known how far the suffering has been intense, for severe 
pain of long continuance must tell upon the general health. 


It is better to make these inquiries at this stage of the 
examination. They need not now be recorded, but left 
until a subsequent stage when the previous history may be 
fully ascertained. Some physicians commence with the 
question ‘ What is the matter with you ?” Some with 
‘© Where have you pain?’ The former question is objec- 
tionable as it often Jeads to one’s obtaining merely extraor- 
dinary pathological opinions originating with the patient. 
I think it best to begin with the question ‘‘ How long have 
you beenill,” and gently and kindly stopping ramblings 
on the patient’s part, to go on to :— 


Ask the patient as to his feelings, and immediately pro- 
ceed to examine the organ which his sensations indicate as 
principally affected. 


Proceed to those organs which are most intimately con- 
nected, anatomically and physiologically, with that or those 
principally affected. 


Make a general interrogation of the functions and physi- 
cal condition of the different systems of the body. 


Record these particulars as the present history or state of 
the patient. 


If not previously recorded, now, note down the past history 
or commemorative symptoms of the case, and inquire into 
and record the general antecedents of the patient as to here- 
ditary disposition; place of residence; previous diseases ; 
whether exposed to infection, fatitrue, heat, cold, or mois- 
ture. If a female, whether single or married, childless or 
how many children, age of the last, number of miscarriages 
if any, and at what period, general condition of the men- 
strual functions, &c. 


It is of no importance in what order the different systems 
of the body,are interrogated, but whilst examining the 
patient note :— 


His general appearance :—a. Size, including emaciation 
or increase of bulk, whether general or local, 6. Aspect 
of face and expression. 
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His position or posture:—a. In bed; the manner of 
lying—on the back, on either side, quiet, restlesa, &e. 0b. 
rie of bed; posture, gait, stiffness or loss of power of 
imps. 


Integumentary system. Colour, rough or smooth, dry or 
moist, temperature, perspiration, marks or cicatrices, erup- 
tions, anasarca, cedema, emphysema, other swellings. 


Oirculatory system. Arterial pulse—number of beats per 
minute, strong or feeble, full or small, hard or soft, equal 
or unequal, regular or irregular, dicrotous, intermittent, 
imperceptible, regurgitant, &c. Venous pulse—if percepti- 
ble, observe position, force, &c. Heart—uneasiness or pain, 
extent of dullness, impulse; apex beat, action and rhythm, 
sounds, their character, and the position and direction in 
which heard loudest. 


Respiratory system. Nares—sneezing, discharges. Laryna 
and trachea—voice, natural or altered, hoarseness, aphonia, 
difficulty of articulation. Pharyna—examine epiglottis, ton- 
sils, &c. Zhorax—external form of chest, round or flattened, 
symmetrical or not, Movements—regular, equal, amount, 
&c. Cough—rare or frequent, short or long, moist or dry, 
painful or not. Expectoration—trifling or profuse, easy or 
difficult. Sputa—thin or inspissated, globular or nummu- 
lar, frothy, mucous, muco-purulent, rusty, bloody. Lungse— 
state of respiration, easy or difficult, quick or slow, labored, 
painful; amount and character of dyspncea; odour of breath. 
Resonance of thorax as determined by percussion. Breath- 
ing sounds by auscultation, situation and character of ab- 
normal murmurs. 


Digestive system. Mouth—lips, teeth and gums, their 
state. Tongue—abnormal taste, mode of protrusion, colour, 
furred, coated, fissured, moist or dry. Sauces, pharyna, 
and csophagus—deglutition, regurgitation, physical con- 
dition of throat. Stomach—appetite, thirst, nausea, vomit- 
ing, character of vomit, uneasiness or pain, swelling, tumour, 
flatulence, eructations. Abdomen—palpation, pain, disten- 
sion or retraction, tamours, constipation, diarrhoea, charac- 
ter of stools, hemorrhoids. Liver—size, percussion and pal- 
pation, pain, uneasiness, jaundice. Spleen—size by per- 
cussion and palpation. 

Nervous system. Brain—cephalalgia, perverted or dimi- 
nished intelligence, hallucinations, idiocy, monomania, 
delirium, stupor, sleep, dreams, vertigo, &c, Spinal cord 
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and nerves-——pain in back, general sensibility, increased, 
diminished, or absent. Special senses—sight; hearing, 
smell, taste, touch, anything abnormal. Spinal tenderness— 
motion natural, or altered, fatigue, pam: oniamovement, 
trembling, convulsions, contractions, rigidity, paralysis. 

_Genito- Urinary’ system. Kidney—lumbar pain, mode of 
micturition ; quantity and quality of urine, reaction, specific, 
_ gravity, colour, precipitates (vide scheme for the examina- 
tion of thé urine.) ‘Discharges from urethra, spermator- 
rhoea. Uterus—condition of menstrual discharge, leucor- 
rhoea, &c. ; pain in back, uterine or ovariantumours. Mam- 
mary glands, function of how performed. 


_ Such is called a general examination of the patient. It 
is not necessary to record negative results, but everything 
actually abnormal or unusual should be noted. The absence 
of a symptom which usually is present in the disease under 
which a patient is suffering should always be recorded; as 
the absence of expectoration when all-the other signs of 
pneumonia are present. 


CHAPTER IV. 
SPECIAL MODES OF INVESTIGATION. 
Inspection, Palpation, Percussion, Auscultation, Measuration. 
Inspection.—A careful inspection of the organ affected 
and of its neighbourhood should be made. This supposes 
that the student is well acquainted with relative and regional 
anatomy. The following should invariably be recorded :— 


Inspection of the general appearance and posture, of the 
countenance, and of the neck and thoraa. 

Observe the condition of the cervical glands and any pecu- 
liarities about the chest. 

Inspection of the abdomen, except in females, when there 
are no prominent symptoms pointing to this region. 

Palpation.— Performed either with the tips of the fingers, 
with the whole hand, or with both hands. 

This mode of investigation is necessary to afford infor- 
mation : —- . 

(a) Asto increased or diminished sensibility; (b) as to 
altered size, form, density and elasticity of various parts ; 
(e) as to the movements to which parts are liable; (d) as to 
the presence or absence of fluid. 


- SPECIAL MODES OF INVESTIGATION, 69 


_.«7Bhus by palpation we learn the existence of hyperasthesia 
‘Or aneosthesia ; various conditions of the abdominal organs ; 
palpitation and impulse of the heart; amount of vocal fre- 
 miitus; of.cedema, emphysema, fluctuation, &c. 

’ Péreussion:—May be mediate or immediate. The former 
‘ is preferred, a finger of the left harid being placed upon the 
‘part and steadily struck.with the tips of the first three fin- 
' gs of right hand; or the pléximeter and hammer may be 
ased. The student should familiarise himself with the 
natural percussion sounds of healthy organs before attempt 
ing any investigation of those diseased. 


Percussion elicits certain sounds, their tone depending 
upon the condition of the organ, the force used, and the 
‘part percussed i | 

(a) The tympanitic sound, the organ containing air. Ha- 

ample. The empty stomach, ora distended colon. (b) The 
resonant sound, the organ consisting of spongy parenchyma 
and air. Hwample. ‘The healthy lung. (c) The humoral 
sound, the organ containing fluid. Example. <A distended 
bladder; ascites. (d) The parenchymatous sound, the organ 
formed of a dense parenchymatous tissue throughout. Hz- 
ample. The liver, the heart, an ovarian tumour. 


Percussion elicits a peculiar sensation on striking hard, 
soft, or elastic bodies. ‘This is called the sense of Heszst- 
ance. 


Auscultation.—Ascertains and appreciates the nature of 
the various sounds which occur in the interior of the body. 
It is most useful as regards the respiratory and circulatory 
organs ; but is sometimes practised on the abdomen, espe- 
cially to detect pregnancy. - 


Auscultation is either immediate, the ear applied directly 
to the part; or mediate, through the intervention of the 
stethoscope. The latter is generally used. It is absolutely 
necessary that the student should familiarise himself, by 
practice, with the use of this instrument, and the natural 
sounds of healthy organs. 

It must be borne in mind that auscultation is but an 
auxiliary means of diagnosis, and conclusions as to the 
nature of the disease must never be formed from it alone ; 
all the circumstances of the case must be duly considered. 


For the purpose of conveniently indicating the exact seat 
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(a) Pulmonary murmurs, heard in the lungs, called by 
Bennett and others vesicular respiratory murmura. 


These are very fine, soft sounds; the inspiratory is 
gentle, neither liquid nor dry, soft, of a certain duration 
and intensity, gradually developed and continuous, The 
expiratory is slightly harsher than the inspiratory, and of 
lower pitch, it is the weaker and is slightly the longer of 
the two; it is directly continuous with the former. In 
some persons it is so weak as to be actually inaudible. 


(6.) Bronchial murmurs, heard a little to the right and 
left of the manubrium of-the sternum, and in the inter- 
scapular space. Both murmurs want the softness and 
gentleness of the pnimonary species. They are slightly 
harsher, and of higher pitch, and the expiratory is less 
accurately coutinuous with the inspiratory, than is the case 
with the pulmonary murmurs. 

(c.) Laryngeal and tracheal murmurs. The sounds are 
more intense, less soft, drier, hollow, of higher pitch, and of 
greater duration than those of the other species. An inter- 
val of -some duration separates the expiratory from the 
inspiratory murmur, and the duration of the former equals 
or exceeds the latter. 

(d.) All of these sounds are intensified or exaggerated 
in forced respiration. 

(e.) There are varieties also, compatible with health, 
with reference to age and sex. The murmurs are louder in 
infancy than in adult age, and generally speaking in men 
than in women, especially when of active habits: in weakly 
individuals they are frequently inaudible except on forced 
respiration. 

The Itesonance of the voice. Over the larynx and 
trachea the voice is transmitted, imperfectly articulated, 
with a certain degree of force and loudness,—Natural 
laryngophony and tracheophony. Over the bronchi, the . 
intensity is much reduced, and more diffused,—Natural 
bronchophony. Over the rest of the thorax it is scarcely 
audible or is an obscure buzzing. : 

Under diseased states of the respiratory organs, it 
will be observed that there are: 1, alterations of these 
natural sounds; 2, superadded, or new, or abnormal 
sounds, never heard in health. 


Alterations of the Natural Sounds. 
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In respect of Intensity :—a. The murmurs may be louder 
in one part than in another, in one lung than in the other, 
—Puerile respiration ; this indicates increased action in one 
part compensatory to diminished action in some other part. 
6. The murmurs may be feeble or diminished in intensity 
in old age,—Senile respiration ; (the rag telat murmur 
generally lessened in duration whilst the expiratory is 
increased). c. The sounds may be feeble or diminished 
without any alteration of rhythm,— Weak respiration. This 
occurs in feeble people, in pleurisy, in infarction of the air 
cells and smaller tubes, as in pneumonia and phthisis, d. 
The murmurs may be absent in extensive pleuritic effusion. 


In respect of Oharacter ;—~a. The pulmonary respiratory 
murmurs may be rude or harsh, indicating altered texture, 
as in phthisis. %4. The bronchial murmurs may also be 
harsh, as in pneumonia. c. The murmurs may be hoarse or 
blowing, cavernous, when a cavity has formed. d. They 
may be amphoric, when pneumo-thorax is combined with a 
pulmonary fistula. 


In respect of Posttion ;—-Sounds natural to certain parts 
may in disease be heard at places where in health they are 
never detected. a. In pneumonia, bronchial or tubular 
breathing may be heard where only pulmonary murmurs 
should exist. 6. In condensation or ulceration of the lungs, 
bronchophony or pectoriloguy may be detected where ordi- 
narily there is no resonance of the voice. 


In respect of Rhythm :— 

In health, the duration of the pulmonary inspiratory 
murmur, 1s to the expiratory, as ten is to twelve (Foster). 
In disease, this may be altered or even inverted. The 
expiratory murmur is often unnaturally prolonged in 
incipient phthisis. Itis three or four times longer than the 
inspiratory murmur in emphysema, and chronic bronchitis. 


SUPERADDED, New, om ABNORMAL Sounps. 


Friction or Rubbing Sounds. Caused by some morbid 
change in the pleureg. a. Soft or fine friction sound. The 
pleura covered with a thin soft exudation. 6b. Rough fric- 
tion sound. The exudation tough and thick. c. Creaking, 
grating, rasping friction sound. The exudation hard, dense 
and rough. 

Moist Rales or Ratiles. Rhonchus. Produced by bubbles 
of air traversing or breaking in a somewhat viscid fluid. 
May be heard in the bronchi, or in cavities of various sizes. 
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Present in pneumonia, bronchitis, pulmonary apoplexy, 
phthisis, &c. Various names have been applied to rdles ac- 
cording as they are fine or coarse. Fine rdles are mucous, 
sub-mucous, crepitating, sub-crepitating. Coarse rales are 
called cavernous, cavernulous, gurgling. Itis only important 
to recognize that the sounds are mozst, that they are fine, or 
coarse, in proportion to thesize of the tubes, or cavities, in 
which they are produced, and the amount of fluid present. 

Dry Vibrating Murmurs. Arise when air tubes are 
obstructed, constricted, or loose their elasticity and become 
enlarged. ‘They may be fine or coarse. If of a fine, whiat- 
ling character they are called sibilant, clicking, hissing, 
whistling. If hoarse and snoring, sonorous, croaking, rub- 
bing, cooing. These dry murmurs are usually heard in 
acute bronchitis, emphysema, and when cavities are empty. 

The Vocal Resonance may give rise to abnormal sounds. 
A soft trembling, like the bleating of a goat is called ego- 
phony. It is probably produced by vibrations in a thin layer 
of serous fluid between the pleurw. Metallic tinkling, a 
sound like dropping a shot into a large metal basin, is some- 
times heard after a cough in chronic phthisis. The cause 
is not ascertained. 


THe CircuLatory System. 

(a.) Percussion. The precise limits of the heart are to 
be marked out by percussion. The student’s anatomical 
knowledge must be brought to bear here, for it is to be pre- 
sumed that he knows the position and size of the organ. 
The normal size of the heart differs in different individuals. 
Limit the superior margin of the organ first, then the lateral 
margins ; if the transverse diameter of the dulness be more 
than three inches, the heart is in most cases abnormally 
enlarged. Very many conditions may cause an increase of 
the space of cardiac dulness; some of these are refetable to 
the heart itself, hypertrophy with dilatation, hydropericar- 
dium, pericarditis, &c., whilst some are connected with 
neighbouring organs, increased size of the left lobe of the 
liver, aneurisms, consolidation of the lungs, &c. 

(6.) By pa.earion the seat of apex beat and impulse’ of 
the heart are to be ascertained. 


AUSCULTATION. 

(a.) By means of the stethoscope we ascertain :—1, the 
character and rhythm of the sounds of the heart; 2, the place 
where each sound is most plainly heard ; and 8, the direction 
in which the sounds are propagated. 
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(b). It is to be presumed that the student is well 

acquainted with these matters in health. (Vide the rby- 

thm of the heart.) The alterations which take place in 

disease are:—a, modifications of the healthy sounds; 8, 
superadded, new or abnormal sounds. 


Mopirications oF THE Hxrattay Sovunps. 

These refer to the seat, intensity and extent, character, 
and rhythm of the sounds. 

* (a.) In respect of Seat. The sounds may be heard at a 
higher point than natural, owing to avy kind of abdominal 
swelling pushing up the diaphragm. Lower than natural, 
from tumours at the base depressing the heart, enlargement 
of the auricles, hypertrophy with dilatation of the left ven- 
tricle. More on one side, from air or fluid in the pleural 
cavity pushing the heart laterally. Deformity of the tho- 
racic bones, aneurisms of the larye vessels, tumours in the 
mediastina, &c., may modify the natural position of the 
sounds. 

(b.) In respect of Intensity and Hatent. Diminished, 
when the heart is atrophied or softened, when there is peri- 
cardial effusion, concentric hypertrophy of left ventricle, or 
emphysema of the anterior border of left lung. Increased, 
in nervous palpitations, hypertrophy with dilatation, conso- 
lidation of neighbouring portion of lungs. 

(c.) In respect of Character. Clearer if the walls of the 
heart are thinned ; duller, if they are thickened; muffled, 
in cases of hypertrophy or softening of the muscular tissue. 
Sometimes roughened, in various morbid states. 

(d.) In respect of Rhythm or Time. Either the first or 
second sound may be prolonged so as to mask the other. 
The action may be trregular or intermittent. Sometimes so 
increased as to be called tumultuous. These alterations of 
rhythm attend various cardiac affections; but the action of 
the heart and the pulse may be irregular or intermittent in 
numerous affections altogether independent of any special 
disease in the heart. - 

The Rhythm of the Heart (Michael Foster).—The sounds 
have been compared to the words libb-dtip followed by a 
pause, . 

The following are the phenomena which occur during the 
pause, the first, and the second sounds: 


Pauszt.—lst Part—Completed distension of the auricles, 
and in the 
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2nd Part—Their contraction and the distension of the 
ventricles. 

It occupies about a half of the whole period. 


First Sounp. 
1. The contraction of the ventricles, 
2. The first part of the dilatation of the auricles. 
3. The closure of the auriculo-ventricular valves. 
4. ‘The opening of the semilunar valves. 
5. The propulsion of blood into the arteries. 
6. Impact of the apex against the thoracic wall. 
It occupies about forty-five per cent. of the time. 


Szconp Sowunp. 

The closure of the semilunar valves. 
The continued dilatation of the auricles. 
The opening of the auriculo-ventricular valves. 
. Flowing of the blood through the auriculo-ventricular 
openings. 

5. Commencing dilitation of the ventricles. 

It oceupies about five per cent. of the time. 


SUPERADDED, New, ok ABNORMAL SouNDsS. 


These are of two kinds :— 

(a.) Pericardial, Exocardial, or Friction sounds.—These 
are very similar to the friction sounds met with in the pul- 
monary organs. They are sometimes so soft as to resemble 
the blowing murmurs to be presently noticed, but super- 
ficial in character and limited in extent. More often they 
are louder and rougher. 


(b.) Valvular, Endocardial, or Vilediag sounds.— These 
are all occasioned by diseases interfering with the functions 
of the valves. Some are so soft as to resemble the passage 
of the gentlest wind ; others are somewhat rougher, like the 
puff from the nozzle of a bellows, bellows murmur; others 
are still harsher, and are termed sawing, grating, filing, 
rasping. They may be single, either systolic or diastolic ; 
or double, having their origin both in the auriculo-ventri- 
cular and arterial valves. Occasionally these sounds resem- 
ble musical notes, the cooing of doves, twittering of birds, 
whistling or tinkling. Such sounds may depend upon vari- 
ous Causes, a8 great narrowing of the orifices, perforations 
in the valves, irregularity of their margins, bead-like exu- 
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dations upon their surface,—any causes which induce 
vibrations of solids in the blood. 


FIG. 3. 





_..« .-— howing the areas over which the murmurs produced in the different valves of 
the heart are chiefly audible. A. The seat of the mitral murmur. ©. The seat of the 
tricuspid. B. Seat of the aortic. D. Seat of pulmonary murmur, r.v. Right ventricle 
l. vw. Left ventricle.t. au. Left auricle. r. aw. Right auricle, ao. Aorta, v. c. Vena cava. 
presygtolic murmurs are heard to the inner side of the apex just below and to the left of 
A and up towards the left axilla. [Gairdner]. 


(c.) Physical signs of Valvular Diseases of the Heart 
(Tanner).—LHither, or both sounds of the heart are accompani- 
ed orsupplanted by a bellows-murmur (bruit de soufflet). A 
murmur may be harsh, or rough, or cooing, or whistling, or 
musical, modifications of but slight importance. Of what- 
ever character, 8 murmur is caused either by alterations of 
the valves or orifices, or great vessels, these are called 
organic murmurs ; or, by an altered state of blood, givin 
rise to what is called an inorganic, or functional, or haemic 
murmur. The lining membranes, valves, and orifices of the 
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left side of the heart are much more frequently diseased 
than those of the right. 


Signs of the diseases of the aortic and mitral valves may 
be thus briefly given :— 

Aortic Obstructton—Systolic murmur, often rough, at 
right second intercostal space and along great arteries. 
Pulse regular, small and long. 


Aortic Regurgitation.— Diastolic murmur, usually smooth, 
at right second space, and downwards along sternum or 
towards apex. Pulse regular, jerking and collapsing. Most 
commonly there is also obstruction and the murmur is 
double. | 

In aortic disease the left ventricle becomes hypertro- 
phied, and the apex beat is displaced downwards. 


Mitral Regurgitattion.—(the most common form of valvu- 
Jar disease).—Systolic murmur at, and to the left of the 
apex beat. Pulse irregular in force and frequency, soft 
and weak. 

Mitral Obstruction.—Presystolic murmur (often absent) 
at inner side of apex, frequently accompanied by thrill. 
First sound sharp. Pulse usually regular, but soft and 
weak. 


In mitral disease the right ventricle becomes hypertro- 
phied in consequence of obstruction to the passage of blood 
through the lungs, and the apex beat is displaced to the left 
of its normal position. 


Tricuspid Regurgitation (usually secondary to mitral 
obstruction or regurgitation).—Systolic murmur near ensi- 
form cartilage. Pulsation in jugular vein. 


The semilunar valves of the pulmonary artery may be 
supposed to be diseased when the bellows-murmur can be 
traced from the middle of the left edge of the sternum up 
towards the left clavicle; and when this murmur cannot 
be heard in the subclavian or carotid arteries. 


To determine the systolic or diastolic character of a mur- 
mur, the apex beat, or the pulse in the carotid, should be 
carefully noted during auscultation: if systolic, the bruit 
must be synchronous with the carotid pulse; if diastolic, 
after it ; if presystolic, just before it, and running up to 
the apex beat. 


AUSOULTATION OF THE LARGE VESSELS. 


{a) In the large vessels, near the heart, the two natural 
sounds may be heard ; a little more remotely the two sounds 


EXAMINATION OF THE ABDOMINAL ORGANS, 79 


become indistinct; still more remotely only one sound is 
heard, dull, but in health, soft ; under disease, these sounds 
may be modified in various ways. There may be a single, 
or double bellows murmur, or it may be harsh, grating, Sc. 
First ascertain whether such sounds originate in the heart 
by auscultating that organ. If the sound originate in the 
vessel it may proceed from stricture of the vessel, from 
pressure upon it, from its dilatation, or from roughness of 
its walls. 


(b) Sometimes a soft systolic blowing is heard at the base 
of the heart, or over the carotid arteries, or internal jugular 
vein. The sound may also be continuous, when it is called 
the bruit de diable. These sounds are hzmic, and are dis- 
tinguished from valvular murmurs :—l, by being systolic 
at the base of: the heart; 2, by their softness; 3, by not 
being permanent; 4, by occurring in debilitated people and 
especially in spanwmic and chlorotic girls. 


CHAPTER VI. 


EXAMINATION OF THE ABDOMINAL ORGANS. 
The following notes have been principally compiled from 
Guttmann’s valuable Hand-book of Physical Diagnosis. 


Regions. For purposes of description the abdomen has 
been divided into different regions, vide Figs. 1 and 2, page 
70. 


Inspection.—This is not as a rule much assistance, it must 
be checked by palpation ; enlargement may be partial or ge- 
neral ; partial enlargement is most commonly due to increase 
in the size of certain of the subjacent organs,—the liver, 
spleen, uterus, ovaries. Dilatation of the stomach gives rise 
to a uniform, somewhat oval-shaped swelling in the epigas- 
tric region. Cancer of the stomach only manifests itself when 
the tumour is large. Large feecal accumulation in the colon 
forms often an elongated and often movable tumour in the 
right or left side. Peristaltic movements in the bowels are 
seen inthe portion of the bowel above the seat of a stricture, 
tumours of the omentum (carcinomatous, hydatid) some- 
times attain a large size. Tumours of the uterus; physi- 
ological (pregnancy) and pathological (fibromas, &c.), so 
long as they are not of unusual size, keep generally to the 
middle line of the abdomen. Tumours of the ovaries first 
make their appearance low down in the abdomen, in the 
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region corresponding to the anatomical site of the organs, 
to one or other side of the median line. Often when large 
it is impossible to say at which side they commenced to form. 
As a rule they are movable ; when the patient turns on one 
side, the tumour seeks the more dependent parts of the abdo- 
minal cavity and there renders the integment more tense. 


Diseases of the kidneys which may be recognized on inspec- 
tion are cancers and hydronephorosis when large. A dislo- 
cated or movable kidney occasionally. The bladder when 
distended with urine projects in the median line. 

Uniform general intumesence of the abdomen is produced 
most commonly by the presence of some abnormal material 
in the peritoneal sac (usually fluid, more seldom gas), or by 
distension of the intestines by gas. 

Distension of the epigastric and mammary veins is always 
a sign of engorgment of the portal vein and of the whole por- 
tal system. It is common in cirrhosis of the liver. If the 
lower extremities are cedematous as well, and their veins 
enlarged the obstruction is in the inferior vena cava. 


Diminution in volume (depression) is usually accompanied 
with signs of general emaciation. The boat-shaped depres- 
sion of the surface of the abdomen noted by Trousseau in 
the basilar meningitis of children, is caused by the con- 
traction of the muscular coat of the intestines, from irri- 
tation of the nervous centres which govern the movements 
of the bowel. 


Palpation.—This is a method of the first importance in the 
investigation of abdominal diseases. It enables us to deter- 
mine the size, form, consistence, and situation of the various 
organs, and discloses the existence of tenderness to super- 
ficial or deep pressure, the presence of any abnormal sub- 
stance, or body in the abdominal cavity, &c. But it reveals 
simply the physical condition of the parts and not the exact 
nature of the iscanee by which they may be affected. It 
is most conveniently practised when the patient is laid on 
his back, or occasionally, on one or other side, sometimes 
with the thighs flexed. If the abdominal organs are in 
their normal condition the hand meets with no unusual 
resistance when applied to the surface. 


Palpation of the Liver.—In the normal condition it can only 
be felt as a sense of resistance below the arch of the ribs, 
There may be enlargement without pain, or enlargement with 
pain; there may be tenderness and codema of the superficial 
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structures. Note the character of the surface whether 
smooth or rough, its consistence, any change of form, the 

resence of fluctuation, “or of the hepatic fremitus’”’ of 
Briancan which is characteristic of echincocci in the liver. 
A. distended gall bladder is sometimes seen. 

Palpation of the Spleen.—As long as it retains its normal 
dimensions it cannot be touched with the palpating finger. 
On palpating during deep inspiration while the patient is 
lying on his right side, a slight degree of enlargement may 
be felt deep in the left hypocondrium. When enlarged it 
generally retains its original form, the enlargement being 
nearly equal in all its diameters, note its consistence, the state 
of its surface, if it is dislocated, moveable, or wandering. 


Palpation of the Stomach and Intestinal Canal.—Note if 
there is any pain, tenderness, new formations, or feecal 
accumulations (irregular moveable masses changing in shape 
from day to day); peristaltic action in cases of stricture, 
obstruction, or intussusception of the intestine, is sometimes 
seen ; ileo-coecal pain is found in inflammation of the ca#cum, 
enteric fever, and perforation of the vermiform appendix. 
Tumours of the omentum, of the pancreas, and of the 
retro-peritoneal glands can sometimes be defined. In 
diseases of the peritoneum when there is accumulation of 
fluid in the peritoneal sac fluctuation is felt; there is pain 
in peritonitis; irregular nodules may be felt in cancerous 
growths; there is movement of the fluid on change of posi- 
tion when it is not circumscribed ; frémissement is occasion- 
ally felt. 

Palpation of the Uro-gemtal Apparatus—The kidneys 
are sometimes movable or wandering, in hydronepherosis. 
The kidneys in their normal position can only be felt in 
thin persons. (idema may be found in the lumbar region 
in cases of chronic albuminuria. A distended bladder is 
felt as a firm, elastic, oval-shaped tumour, in the pubic and 
umbilical regions. Hypertrophy of the prostrate can be 
felt through the rectum. ‘Tumours of the ovaries and 
uterus are usually made out with ease by palpation, and 
examination per vaginam, vide chapter on vaginal examin- 
ation. 

Percussion, should be practised when the patient is made 
to lie on his back. Itis directed to the delimitation of certain 
organs,—the liver, spleen,and gastro-intestinal canal, very 
rarely the kidneys. The pancreas, ovaries, and uterus, 
when of their normal size, are not definable by percussion. 

11 
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Its diagnostic importanceis merely secondary, the inform- 
ation gained by palpation is much more reliable. 


Percussion of the liver.—The normal area of absolute 
hepatic dulness, extends on the front of the chest from the 
sixth rib superiorly to the margin of the arch of the ribs 
inferiorly, and reaches in the median line to midway between 
the base of the xiphoid cartilage, and the umbilicus: over 
this there should be always a dull sound on percussion. The 
area of relative dulness, which is caused by the presence of 
a portion of the lung in front of the convex surface of the 
liver, extends as high as the fifth intercosta) space, it can 
rarely be defined exactly. 


It should be percussed during the respiratory pause, and 
generally along four lines—the awillary, mammillary, paras- 
ternal and median. 


The upper boundary of the normal hepatic dulness is found 
at the eighth rib in the aaillary line, at the upper (some- 
times at the lower) border of the sixth ribin the mammillary 
line, at the upper border of the fifth rib (sometimes in 
the fifth intercostal space) in the parasternal line, and at 
the base of the xiphoid process in the median line. Pos- 
teriorly the liver rises as high as the level of the tenth rib. 


The lower limit of the hepatic dulness is situated between 
the tenth and eleventh ribs in the azillary line, in the mam- 
millary and parasternal lines it comes close to the edge of the 
arch of the ribs. In women it is sometimes lower owing to 
tight lacing. Inthe median line the hepatic dulness reaches 
downwards to nearly midway between the base of the 
xiphoid cartilage and the umbilicus ; from the median line it 
extends about ten lines, at most an inch to the left, where 
its lower edge turning upwards, passes into the lower 
margin of the cardiac dulness and there ends in the upper 
border of the hepatic dulness. 


Posteriorly the lower boundary of the liver-dulness is no 
longer demonstrable beyond the scapular line, in which it is 
situated at the level of the eleventh rib; the dulness is here 
undefinable, being lost in that arising from the thick mass 
of the dorsal muscles. The percussion sound is not equally 
dull at all parts of the hepatic area as it is modified by the 
proximity of the stomach and bowels. 


There may be enlargement, contraction, displacement or 
dislocation of the liver. 


EXAMINATION OF THE ABDOMINAL ORGANS, 83 


Percussion of the spleen is carried on equally well while 
the patient is in the sitting, standing, or in the recumbent 
osture. When enlarged it should be tested in the two 
atter. Ifthe patient is lying on the right side, the area of 
dulness ‘shifts. The percussion note is less dull, and less 
certain, than that of the liver on account of its surround- 
ings. It should be percussed during the respiratory pause. 
The long diameter of the spleen is directed obliquely from 
above and behind, downwards and forwards. Its upper or 
posterior end is situated close to the body of the tenth 
dorsal vertebra, in the concavity of the diaphragm, and 
under the edge of the left lung, while its lower and anterior 
end is found behind the eleventh rib near its free termina- 
tion, that is, somewhat posterior to the middle axillary line. 
The anterior border of the spleen runs parallel with the 
ninth rib, the posterior parallel with the eleventh. The 
organ is more or less rounded at its upper and lower ends. 


Percussion of the Stomach.—lIt is impossible to limit this 
organ on account of its surroundings. The pitch of the note 
depends on the contents of the organ. 

Percussion of the Intestines —In health the percussion 
sound over both large and small is always tympanitic, the 
sound varying according to the contents. 


Percussion of the kidneys is not of much use; percussion of 
the bladder or uterus is only of use when they are enlarged. 

Auscultation is not of much use as the sounds are as 
a rule merely accidental and irregular in occurrence (except 
the placental murmur and the foetal heart). Auscultation 
of the cesophagus is sometimes of use in case of stricture, 
auscultation of the stomach and intestines gives gurgling and 
rumbling sounds (borborygmi). Occasionally friction mur- 
murs may be heard where there is some roughness of the 
peritoneal coat; clicking of gall stones in the gall bladder 
has been heard. 


Examination of Vomited Matters.—-Note the reaction, 
whether there is heematemesis from its coffee-ground appear- 
ance, examine microscopically for sarcinss. See the chapter 
on the use of the microscope. 


Examination of the Intestinal Discharges.—Worms are 
sometimes vomited; note the smell; and whether the 
vomited matter is stercoraceous or not. Note the number, 
shape, and character of the motions, note when there is con- 
stipation alternating with diarrhoea. The consistence of the 
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motions depends on the time taken by the intestinal contents 
in travelling through the bowels. An absence of bile is 
due to closure of the bile ducts, or its non-secretion. The 
colour of the motions is modified by different medicines as 
calomel, iron, logwood, &c. Note the presence of abnormal 
substances in the intestinal discharges, as blood mingled 
with the fesces or disposed in streaks on their surface, 
coagula, tarry appearance, pus, mucous secretions, tissue 
elements, undigested portions of food, fungi, worms, 
calculous formations as gall-stones and intestinal calculi, 
Gall-stones, are composed chiefly of cholesterine soluble in 
alcohol and ether. Intestinal calculi are formed of certain 
salts around some foreign body as a fruit-stone, blood-clot, or 
undigested fragments of food, &c. Tor further information 
on this subject, look to the chapters on the examination 
of the excreta, and the chapter on the use of the microscope. 


CHAPTER VII. 
OBSERVATIONS ON THE TEMPERATURE OF THE HUMAN BODY. 


The clinical thermométer was first used by De Haen, A.D. 
1754,in Vienna ; it is our instrument for accurately measur- 
ing the degree of heatof the human body. The notes of 
any case in which there has been even a slight pyrexia are 
‘incomplete without a record of the temperature, taken at 
least twice a day between 7 to 9am. and 5to 7 P.M., see 
Chart, page 89. In severe cases it should be taken once 
every three or four hours; and in intermittent fevers at the 
commencement, height (acme), and end of the paroxysm. 


The use of the thermometer can never do away with the 
absolute necessity of a student learning to guage the 
temperature of the skin by his own hand. 


The best place in which to “ take” the temperature is the 
closed axilla. In the mouth it is about ‘3° F. and in the 
rectum about ‘6° F. higher than in the axilla. The instru- 
ment should be self-registering, it should be slightly warmed 
by the hand till it rises to say 94° F. or so, and then 
placed in the closed axilla which should be dried before 
hand, and kept applied there for at least five minutes, 
(15 to 20 Guttmann). In the cases of children, or 
weakly persons, the observer must watch the arm or the 
thermometer will easily be broken. The record should be 
entered on a “temperature chart’’ which is always remark. 
ably useful in recalling the progress of acase. It is well 
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not to allow the patient to know what the record is, as it 
often leads to unnecessary anxiety on his part. 

Temperature of healthy persons.—The normal tempera- 
ture is subject to a daily fluctuation entirely independent of 
external circumstances, rising continually from morning till 
evening and sinking again y om evening till morning. It is 
at its lowest 97°5° to 98° F. at two hours after midnight, 
remaining about the same point till early morning; it then 
rises slowly and constantly till 4 or 6 in the afternoon when 
it is at its highest 99° F. to 99'3° F. (99°9° F. Crombie), this 
temperature is maintained for a short time when it again 
sinks, at first, slowly, afterwards, more quickly to the morn- 
sa Tiong ee 

he difference between the morning minimum and the 
evening maximum is about 1°3° F. 

Surgeon Crombie’s observations lead him to believe that 
the mean temperature of Europeans in lower Bengal is 5° F, 
higher than in England. He also says that the tempera- 
ture of natives of India including East Indians, is higher 
than that of Europeans resident in India by about half a 
degree of Fahrenheit.* 


Dr. Ringer states that in persons under 25, the average 
maximum temperature is 99°] °F, in those over 40, 98°8°F. 
The normal temperature is raised by active exercise, and 
temporarily by taking food. It is diminished by exposure 
to cold without active exercise, by severe mental exertion, 
and by cold bathing. 

The guide for the clinical observer to follow is thus stated 
by Aitkin. A rise above 99'5° F., or a depression below 
97°3° FF, 13 a sure sign of some hind of disease, uf the change 
18 persistent. 

, Inthe diseases attended by pyrexia of 100° or 101° F, 
ouly, signifies a mild attack, (slight fever) ; a constant tem- 
perature of 105° F. implies severity of disease (severe fever) ; 
a rise to 106° or 107° F.. (high fever) denotes danger ; a fatal 
termination may be expected if the thermometer shows a 
rise to 109° or 110° F. A regular fall of temperature towards 
evening in continued fevers denotes commencing convales- 
cence, a gradual rise from morning to evening is bad, the 
reverse is favourable. A high evening temperature means 
an incomplete recovery, or the probable occurrence of some 

_complication—such as suppuration, &c. When the inflam- 
matory changes cease in a tissue, the temperature falls. 


* Indian Annals of Medical Science, January, 1874. 
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A favourable fall in temperature, if not accompanied by a 
proportionate fall in the rate of the pulse and respirations 
should not be depended upon, and may be an unfavourable 
sign. In convalescence a sudden rise in temperature indi- 
cates a probable relapse, and hence the importance of 
watching the temperature of those convalescent from severe 
febrile diseases who are not clearly making satisfactory 
progress. A. subnormal temperature is nearly always an 
unfavourable symptom. 


If you wish to test the accuracy of a thermometer where 
there is no standard one available to check it by, take the 
temperature of your own body, daily, at the same hour while 
in good health, and under the same conditions, with the 
instrument you wish to test, if it registers the normal tem- 
perature daily it is accurate enough for clinical purposes. 


Relation of pulse and temperature.—Aitkin lays it down 
as a rule that an increase of temperature of 1° F. above 
98° F. corresponds with an increase of 10 beats of the pulse 
per minute. A temperature of 98° F. corresponding with 
60 beats of the pulse per minute. The rate of the respir- 
ation multiplied by four ought to correspond closely with 
the rate of the pulse. 


The March of the temperature of the body in acute 
diseases attended by pyrexia presents three distinct types 
according to Guttmann, viz., continued, remittent, inter- 
mittent, and relapsing. 

Oontinued fever.—Simultaneously with the commence- 
ment of the disease which is usually announced by a rigor, 
the temperature begins to rise rapidly and continuously to 
a certain height 103° to 106° F. at this point it remains 
several days, showing only the ordinary daily fluctuations 
9 to 1:3° F. under favourable circumstances, the temperature 
then falls almost as speedily and continuously as it rose, 
usually within twelve, twenty-four, or at most thirty-six 
hours,to the normal point, or even slightly lower, in the 
latter case, to return again to the temperature of health 
when convalescence is established. The best example of 
this type of fever is seen in fibrinous pneumonia in the adult, 
in which defervescence begins about the seventh day, 
seldom earlier. Such a febrile condition, in which the tem- 
perature during the acme shows little or no variation for 
several days, have received the name of continued fever. 


Remittent fever—In many other acute diseases the tem- 
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perature rises more slowly, so that several days elapse 
before it attains its maximum, this rise may be continuous, 
the normal daily fluctuation being still traceable, or it may 
be interrupted. The acme may last days, or weeks, and be 
characterized by much greater daily variations than are 
found in health. These exacerbations or remissions resemble 
those of the normal range, inasmuch as they occur at the 
same times—morning and evening; the exacerbation is 
usually at its height in the afternoon, or evening, the remis- 
sion at its lowest point in the early morning. The daily 
difference amounts to 1°5° or 2'5° F. When the disease 
has a favourable issue, the return to the normal temper- 
ature is gradual, and takes place in either a continuous 
descending line, (that is, without the evening exacerbation), 
or, in such a way that both the morning and evening temper- 
atures are each day lower, or, the morning remission may be 
well marked, while the evening exacerbation remains, but, 
becomes smaller on each day, and thus slowly approaches 
the morning temperature. This gradual re-establishment 
of the normal temperature, which is accomplished in from 
three to seven days is designated Lysis, as distinguished 
from rapid defervescence or Crisis ; and the febrile condi- 
tion marked by the above mentioned oscillations is named 
remittent fever. 


Intermittent fever.—The third typical course which may 
be taken by the temperature is found in intermittent fever. 
The paroxysm begins suddenly, usually with a shivering, 
and the temperature speedily rises to a height otherwise 
reached only in the most severe acute diseases 105°5 to 
106° F. or even higher, in a few hours it sinks again as 
quickly, and continuously to the normal point. On the 
third day (tertian type), on the second day (quotidian 
type), that is after forty-eight or twenty-four hours, the 
same phenomena are repeated at the same time; when the 
febrile paroxsym is later by a few hours (postponing type), 
the quotidian becomes tertian, and similarly, when it is 
earlier by a few hours (anticipating type), the tertian 
becomes quotidian. In the guartan type, the fever returns 
at the end of seventy hours. In the intervals of exemption 
from fever (apyreaial stage), the temperature, and general 
condition of the patient may be perfectly normal. 


Relapsing fever.—In other cases, of which the type is 
relapsing fever, the febrile attack lasts longer, the tempera- 
ture mounts to 105° F. or higher, and returns to the normal 
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point in a continuous line. The intervals between the 
seizures have not the same well defined, quotidian, or tertian 
characters as in intermittent fever, but have a varying 
duration from days to weeks. 


The last named temperature types, the intermittent and 
relapsing are sometimes closely simulated by the occurrence 
of sudden exacerbations in the course of various acute 
diseases, depending on an extension, or complication of the 
local affection ; in these cases, however, the temperature 
in the intermissions is never that of perfect health. 

The march of the temperature in chronic diseases when 
they are accompanied by fever, resembles that of the remit- 
tent type, with morning remissions and evening exacerba- 
tions, the morning temperature being slightly above the 
normal, the evening temperature indicating a considerable 
degree of fever. In another class of cases the type is inter- 
mittent, the morning temperature being normal, that of the 
evening high; more seldom the intervals of apyrexia are of 
one or more days duration, during which time, both morn- 
ing and evening temperatures show no change from the 
healthy. standard. Both these temperature types are fre- 
quently met with, as in those cases of pneumonia which 
lead to pulmonary phthisis, and in the chronic inflamma- 
tory diseases of the abdominal organs. There still remains 
té be mentioned a somewhat rare form of temperature 
course, the inverted type, occasionally observed in phthisis 
and other diseases; in it the remission takes place in the 
evening, the exacerbation in the morning. 


Relation of the range of temperature to the amount of 
excreta where fever 1s present.—Professor Atkins states that 
Virchow’s ; Wunderlich’s, and Parkes’, conclusions on this 
subject, were, that the morbid development of heat as 
measured by a thermometer, is associated in some cases with 
more abundant, in other instances with less abundant 
excreta from the body than in health; that the temperature 
and the amount of the excretions bear some undetermined 
relation to each other; and that the loss of weight of the 
patient is due to increased, and rapid elimination of material, 
with increased tissue change, associated with the increase 
of temperature. ‘l'hat a diminished excreta in fever is to be 
referred to retention of such excreta, and not to a want of 
formation ; and that while the amount of excreta (capable 
of being measured), may in fact be small, the amount of 
tissue change may nevertheless be great. 
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Points to be noted in cases of fever.—The history especi- 
ally with reference to residence, exposure to contagion ar 
anfection, mode of life, previous habits, and previous attacks 
of fever; immediate or exciting cause; the state of health 
before the attack; the period of incubation; the ‘prodro- 
mata; the mode of invasion ; the date of first appearance of 
fever ; the character of the paroxysms and their duration ; 
the date of the appearance of an eruption, if present; the 
date of the appearance of secondary diseases, if any; the 
present state, appearance, decubitas, expression; make a 
complete systemic examination. Give the diet and treat- 
ment in detail. Note the daily progress, the effects of 
treatment; the temperature both morning and evening, and 
if there are paroxysms at other times, take the temperature 
especially at their height; (acme); the state of the radial- 
pulse, and of the impulse of the heart, the character of the 
cardiac sounds, the state of the respiration and its ratio to 
the rate of the pulse. Hxamine the skin, the heart, the 
lungs, the urine, and the motions daily in cases of continu- 
ed fever, and the state of blood from time totime. Care- 
fully note all complications, as of the respiratery, circula- 
tory, urinary, digestive or cerebro-spinval systems, the date 
of their appearance and their causes; note the progress of 
‘emaciation ; the day of the disease, the character of erup- 
tions if present, the dates of their appearance and disappear- 
ance and the changes they undergo. Note the mode of 
termination of the attack by “‘ crisis,’ “lysis” (insensible 
resolution) “‘ imperfect crisis with lysis,” “ remittent defer- 
vescence ;”’ crifical or post critical evacuations. Note the 
character of convalescence. If there be a relapse, note 
the cause. Note the mode of death in fatal cases as from 
“* syncope,’ ** coma,” “ asthenia” or associated diseases. 
When a post-mortem examination is made, describe the 
anatomical appearances, the changes in the tissues, in the 
blood, and in the different physiological systems. 
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CHAPTER VITI. 
ON THE DIAGNOSIS OF SKIN DISEASES. 


Diseases of the skin are often looked upon by students 
as being very obscure, they are not so, and if they take the 
trouble of understanding, and using, the following very 
usefnl Charts of Dr. Tilbury Fox, they will find that the 
differential diagnosis of such diseases is not impossible. 


They should first learn thoroughly Sections ITI on the 
elementary lesions, and IV on the general causes of skin 
diseases, then they will be able to find under which group 
in Section II the particular case comos, remembering that 
the disease may be complicated, or that one or more of the 
groups may be represented on the same skin. The eruptions 
of the acute specific diseases are always accompanied by 
the characteristic symptoms of the particular disease. The 
lesions seen in the different diathetic states (Section II, 
group 2), are often very mixed, the ee history of the 
case, and the presence of the general symptoms, and signs, 
characteristic of the particular states, will settle the ques- 
tion. ‘I'he student should remember that the parasitic 
diseases (Section II, group 9) flourish in the skins of people 
suffering from the debilitating influences of such diseases as 
scrofula, syphilis, leprosy, and malarial cachexia. 


The local inflammations (Section II, group 3) must be 
recognised by observation. If such eruptions exist with 
any marked cachexia, or any of the diathetic states in 
group 2, the general state of the system should be noted. 


With reference to the other groups it is only necessary 
for the student to remember that skin diseases of any kiud 
rarely show themselves in healthy people—wvide Causes 
Section IV. 


The subject will be found more fully dealt with in Dr, 
Fox’s large work on diseases of the skin. 


The recognition of diseases of the skin amongst the 
darker skinned races of India is a little more difficult than 
seis the fairer, or amongst Europeans. Their customs 
regarding washing, &c., the underfeeding in some parte of 
the country, the prevalence of constitutional syphilis, the 
effects of exposure to malarial influences, the overcrowding 
in the towns, and the poe egneut dificulty of obtaining 
sufficient water for ablution, form the principal causes of 

12 
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diseases of the skin amongst natives. In examining skin 
diseases, the use of a small pocket lens often facilitates the 
observation. 


Ssorion I.—Rvotes roR OBSERVING. 


1. A diagnosis should be based upon the phenomena or 
features presented by any skin disease as a whole. 


To obtain these data (a) all diseased places, or as many 
as possible, should be carefully examined, since the erup- 
tion may be at very different stages of development, and 
therefore present very different aspects in different loca- 
lities, in the same subject. During this examination atten- 
tion should be directed—/frstly, to the new points of disease, 
or to the extending edge of a diseased patch, with a view 
to determine the character of the origin of the disease ; and 
secondly, to the stages, if any, throngh which the eruption 
subsequently passes. (5). Where the earlier stages in any 
given disease are not recognizable, careful enquiry should 
be made into the history of the case as to the nature and cha- 
racters of past changes. 


By attending to these two rules, the observer ascertains 
the elementary lesions (see Section ITI), and the characters 
of the stages of diseases: and these he should in each 
case combine together, so as to form a diagnostic picture of 
any given malady. 


2. It should not be forgotten that one disease may be com- 
plicated by another. Certain diseases are naturally multi- 
form in aspect, especially scabies and syphilis ; but exclud- 
ing these two, practically speaking, multiformity indicates 
complication. 


3. Diseases, it should be remembered, are variously 
modified by a number of influencing conditions. For parti- 
culars, see Chart of Causes, Section IV, A. c. 


4. The observer is not to expect to meet with peculiar 
pathological changes in the skin, but changes essentially 
the same as in the other organs of the body. 


Now to proceed to indicate what the various skin diseases 
are, how they may be grouped, and what are their several 
characteristic features. Whatever be the eruption which 
comes under observation, it must belong to one or other of 
ten easily recognised clinical classes, the particulars of 
which are set forth in the succeeding section. 
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Section ]Y.—Crassiyirp CuHarr or ERuPprions. 
1. ERUPTIONS OF THE ACUTE SPECIFIC DISEASES. 


Embracing: The vartolous eruption and roseola variolosa, 
vaccinia, and roseola vaccinia ; the eruptions of typhue, 
typhoid, rubeola, scarlatina, erysipelas, equinia, and dengue. 
These are all important in reference to the differential 
diagnosis of the skin diseases; but the eruption in these 
cages (unlike those of true skin diseases) is manifestly un- 
important compared with the gravity of the general condi- 
tion and the high temperature. 


2. Eruprions.—Zhe Local Manifestations of DIATHETIC 
STATES. 


Scrofuloderma, or Scrofulous Inflammation of the Skin, 
characterized by indolent livid nodular swellings, softening 
ap into unhealthy pus, and giving place to crusting and 
ulceration, with general indications of struma. 


Syphilodermata, or syphilitic eruptions, comprising : roseo- 
lar, papular, tubercular, squamous, and pustular syphi- 
lides; Syphilitic acne, herpes, and pemphigus, rupia, 
ulceration, gumma, &c. These are often intermingled, and 
are parts only of a series of syphilitic phenomena in the 
way of cachexia, affections of the skin, mucous membranes, 
bones, and other visceral diseases. 


Leprous Eruptions, consisting of dull red biotches, 
under which tubercles form: or red patches, becoming the 
seat of bullz2; or red, dry, slightly scaly circular patches 
—all patches being anzsthetic. 


Hruptions occurring in connection with Endenvic Cachexia, 
such as Delhi Boil, Aleppo Evil, Frambeoesia, &c., too special 
to be dealt with here. 


Purpura Hemorrhagica. 
3. Loca, INFLamMaTions, comprising. 


Erythematous inflam. Erythema 
mation 3 chief fea- 
ture, erremia in . In folds of skin, with 
paiches’ oe diffused, anterr see discharge. 
and disappearing on Roseola ... Of rosy hue and patchy. 
pressure, Urticaria With wheals. Eruption rapidiy 
. comes and goes. 


giving rise to soft papular 


per or without effusion, 
or tubercular elevations. 
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Caturrhal, character-*) 
ized by serous effu- 


sion into papillary With stages -of ‘satan, pépu- 
layer running on to | po, lation, vesiculation, pustu- 
sero-purulent dis- . ‘") lation, discharge, orasting, 
charge and crusting ; aquamation, &eo. : 
skin thin, palid, and 
sensitive. J 

Plastic, essentially) + nen Papules small, pale, scattered 


papular; dne to or in ciroumscribed patohas. 
plastic lymph in Papules red, with flat glisten- 
papillary layer or fai planus... { ing tops, separate at first, 
deeper dermic layer. then in patches. 
Skin generally dry | Papules large, few, and scatter: 
and thickened. ed, itching intense. 

Bulle small, chambered, and 
Herpes clustered on red base. 
Pemphigus ... Bulle large and isolated. 


Prurigo 


the development of 


J 
Bullous, chief totare | 
blebs, { 


Bulle small, developed from 
Hydroa papules, with pruritos. 
Pustules from vesico-pustules 
ae : saa superficial, painless, “and 
: ; , lated 
Suppurative, essential ipo . 
lesion pustules. Ecthyma | ere les on a red, hard, pain 
Furunculus wf Teaches pee pele 
Hypersemia diffuse in derma, 
Squamous, obaracter- t Pétyri 1asis wd and flakiness affecting entire 
ized by hyperwmia surface. 
and hyperplastic 


with cuticnlar hyperplasia, 


Hypersmip of papillary iayer, 
growth of cuticle. | Psoriasis 
( in patches, 


4. Hyprrrrorpaic anp ArropHic DISEASES. 


A. Hypertropic. ( Pityriasis .. Branny scaliness. 
Warts, corns ... Circumacribed change. 

Hpithelial layer main- Congenital disease, with altered 

ly affected. Xeroderma and sweat and sebaceous fune- 

Ichthyosis. tions, and with papille often 
hypertrophied. 
; ‘ Keloid ... ... Contractile sessile ontgrowth, . 

sr aan Benue te Fibroma .. oft pendulons outgrowth. 

pa licated Specia'Y) Morphea _—...._ Condensation, wax-iike. 

ee ; Scleroderma ... General firm induration. 


B. Atrophic Senile atrophy, Linear atrophy, General marasmus, 


5, New Formarions. 


f Growth soft, vascular, and com- 

Lupus ... sz a of ‘granulation tissue. 
So ; being sease of early life. 

the growth of & new Disease of late life: hard, in- 

poe = the form of} Cancer... ia G durated growth, made up of 

Der Oe: | Rodent ulcer . epitheHal elements, or pro- 

liferating connective tisdue 


\ cells, 
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6. Hxzworrsacz (Cutaneous). 


Effusion of blood uninfluented by pressure, in points or in blotches. 
Purpura. 


7. NEvROBIS. 


fn which the ule : 7 
are primarily dis- | Hyperwsthesia... Hxcess of sensibility. 


ordered and there | Anesthesia ... Diminution of sensibility. 
are no nore : 

changes at the | Pruritus ee : 

jntest. J talgi mg be. Altered sensation, 


8. Pramentagy ALTERATIONS. 


Consisting primarily 
of deposits or alter- 
ation of pigment. | Melasma ... Kxcoss of color. 
Pigmentation }Leucopathia ... Diminution of color. 
secondary to other | Xanthoderma,fe Alteration of color, 
diseases is not in- 


cluded here. 3 


9. Parasiric DiskasEs, comprising. 
( Scabies - { Acarus scabiei, 





Phthiriasts Pediculus vestimentorum, 
a Pp } Sapiro pubis. 
‘ czema, oC., ediculus capitis. 
A. Animal .., 4 Pruritus, Urts- 
- | carial condi- Gnats, fleas, bugs. 
tions, Ery- 8 
{ thema, Sc. is Achorion Schonleinii. 
(Tinea favosa ... aS 


| Tinea caircinata 
Tinea kerion ... Microsporon farfar. ; 
B. Vegetable... “* } Tinea versicolor Microsporon mentagra- 
Tinea sycosis ... | phytes. 
Tinea decalvans Microsporon Audouini. 
| Onychomycosis \ Trichophyton or Achorion, 


For plates of some of the more common of these Parasites, seo the 
Chapter on the use of the microscope. 


Tinea arenata Trichophyton tonsurans. 


10. Diszases oF THE GLanps anp AprgNnDagzs. Divi- 
sible into. 


( Hyperidrosis ... Excessive secretion. 
Anidrosis ow Diminished secretion, 
et } Altered secretion. 


A. Diseases of the Sweat | werd, Kaa 
Glands and Follicles. | ¢ ine nie. 
phate: ’ Dysi- Congestive and inflammatory. 
| drosis, Hydro- 
adenitis 
(Sweat cysts .. Cystic. 
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Seborrhwa ... Excessive secretion. 
Asteatodes ... Diminished secretion. 
Allosteatodes, Altered secretion, with or with- 


B. Diseases of the Se- Aanthelasma. out retention. 


ieee Glands and Molluscum, Retention of secretion, without 
: Horns. inflammation. 
Aine Inflammation of gland, with 
J ae oi slight retention of sebum. 


Hatry nevi, 
Moles, Hirsu- ») Excessive growth. 


O. Diseases of the Hatr [ ties. 


: : ; Diminished growth; partial or 
and Hair Follicles. Alopecia eee { ataolute baldnces, 
Fragilitas .. Textural alteration. 
Sycosis .. Inflammation of follicles. 


D. Diseases of the Nails, including: Changes occurring in syphilis, lichen 
ruber, general eczema, psoriasis, pityriasis rubra, struma. Inflamma- 
tion of matrix, asin onychia. Parasitic disease termed onychomyco- 
sis, caused by the favus parasite, or the trichophyton. Hypertrophy, 
atrophy, and corn of the nail. 

This Chart is so arranged as to serve two useful pur- 
poses :— 

In the first place, it indicates ten general groups, into 
which all eruptions observed on the skin may be arranged, 
and these groups are shown by the numbered headings on 
the left-hand side. 


In the second place, the table defines the particular class 
to which eruptions belong, and the main diagnostic features 
of these classes, as well as the diseases themselves. 


For instance: Roseola is an erythematous inflammation 
of the skin in patches, and of a rosy hue. Herpes is a local 
inflammation of the skin, characterized by the formation of 
bulls, these bulle being small, chambered, and seated upon 
ared base. Pityriasis rubra is a local inflammation of the 
skin, characterized by hyperemia and hyperplasic growth 
of cuticle, this hyperzmia being diffused generally, and the 
flakiness affecting the entire surface. Hyperidrosis is 
characterized by excessive sweating, and so on. 


The student preparing for examination may refer to the 
table with much benefit, if only to finally refresh his memory 
upon salient points of skin eruptions; and its mental use 
should always be had recourse to as an analytical aid in 
every case in making a diagnosis. 


Sscrion II].—A. Evementary Lesions. 


Having now indicated in the preceding Chart the general 
nature and main characters of the various skin eruptions, 


ON THE DIAGNOSIS OF SKIN DISEASES. 97 


it is necessary to describe in brief terms the elementary 
lesions, or the types of form and aspect, presented by these 
eruptions. The student is required’ to know these at 
examinations, and this description of them will constitute 
a general outline of the pathology of the skin. 


The Hlementary Lesions are nine in number, viz. :—macu- 
lea, or stains; redness, or hyperemia; wheals ; papules ; 
vesicles; bulls, or blebs; pustules ; squame, or scales; and 
tubercles, or large papules. 


Maculce or stains may be :— 


a. Pigmentary, due to presence of pigment in excess. 
(See Section II, group 8.) These may be second- 
ary to other diseases, as in syphilis; or physiolo- 
gical, as in pregnancy ; or parts of certain 
cachexize—ex., Addison’s disease or leprosy. They 
may be primary or idiopathic, generally the rem- 
nant of hyperzomia caused by irritants. 


b. Chemical stains from iodine, silver, bile, acid, &c. 


c. Parasitic, due to the presence of fungus elements, as 
in tinea versicolor (see Section II, group 9). 


d. Hemorrhagic, as in purpura, due to extravasated 
blood (Group 6). 


Itedness or Hyperwmia (see Group 3) may be active (arte- 
rial), or passive (venous). Active hyperemia consists of 
redness, removable by pressure; it may be punctiform or 
patchy ; it is often accompanied by swelling from effusion, 
as in erythema papulatum; by disordered sensation—ex., 
pruritus: by slight rise in temperature: and is often fo)- 
lowed by desquamation, and occasionally exudation. It is 
caused by local irritants, Section IV, B. 1; by changes in 
the blood, ex. Section IV, A, c; or nerves, e. 


Wheals are raised by hyperemic swellings that have a 
palish centre, and rapidly form to as rapidly disappear. 
They are typically portrayed in the sting of the nettle. It 
is supposed that they are caused by sudden dilatation of a 
bunch of capillary vessels and escape of serosity. They are 
accompanied by heat and great tingling. Some suppose 
the vessels beyond the point of dilatation are in a state of 
spasm. Wheals are characteristic of urticaria. (Section 
II, group 3.) 


Papules, or pimples, are little solid formations in the 
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skin. They are of different kinds—(1) those due to hyper- 
somia of the papille, forming bright red pointe (Stropkulus, 
Group 10); (2) those consisting of hypersemioc, turgeseent, 
and erected follicles, as in lichen tropicus (Group 10); (8) 
papules, due to deposit of lymph or the like about the walls 
of the follicles, asin lichen planus (Group 8); (4) those 
which are solid lymph formations or cell growths, in the 
derma proper, as in linchen, prurigo, and syphilis; (5) those 
due to -epithelial collection in the follicles, asin pityriasis 
pilaris; and (6) those formed by hypertrophy of normal 
structure, as in papillary warts (Group 4). 


Vesicles are upliftings of the cuticle into a minute bladder 
by fluid, sweat, or serosity. Vesicles are solitary or com- 
pound. Solitary vesicles, due to sweat between the strata 
of the horny sc of the cuticle, are seen in sudamina 
(Group 10). Solitary vesicles, formed by serosity between 
the horny and mucous layers of the cuticle, are found in 
pemphigus (Group 8). All others are compound, and the 
fluid is collected in loculi, formed by the stretched-out cells 
of the rete, as in variola (Group 1), herpes (Group 3), 
erysipelas (Group 1), blister and eczema (Group 3). Fur- 
ther, in sudamina, blister, and pemphigus, the fluid is 
serous ; in variola, eczema, and herpes, exudation and pus 
cells are present in the rete, in the papille, and in the 
corium. 


(Group 3%) are simply large vesicles, and their 
structure the same. In syphilis (Group 2) bullss may occur, 
and then the contents become sanious, whilst ulceration is 
superadded, but usually the bullz become tense, with clear 
contents, then their contents get opalescent, the bull 
become flaccid and shrivel away, leaving only a red mark, 
without change in the cutis. 


Pustules are elevations of the surface by pus rapidly 
formed. They are accompanied by more inflammation than 
vesicles,and by a deeper affection of the tissues, but the 
loculi containing pus are similar in structure to those of 
vesicles. The clinical varieties are described in Chart. (Sec- 
tion II, group 3,) under Local Inflammations, sub-head 
‘ Suppurative.”’ 


Squame, or scales, are formed of detached epidermic cells. 
They differ from crusts, which are caused by dried discharge. 
Scaliness occurs as a secondary consequence in all inflam- 
matory skin diseases, but as a more essential part of the 
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disease in squamous inflammation—ex., psoriasis and pity- 
riasis rubra—and in hypertrophic conditions ; see respec- 
tively for details Chart (Section II, groups 8 and 4) under 
heads of Squamous Inflammation, and Hypertrophic States. 


Tuberculum.—A solid fleshy lump in the skin, formed of 
@ new growth of tissue: homologous, as in keloid and 
fibroma, in which the connective tissue is involved, see 
under Hypertrophic Diseases (Group 4); or heterologous, as 
in the Group 5 or New Formations. 


B. Seconpary CHAnGsEs. 

There are certain ‘ Secondary Changes’? deserving of 
notice. They are :— 

rusting, in which crusts form, and these crusts are due 
to the drying up of discharge, poured free upon the surface 
through the inflamed derma, as in eczema ; or contained in 
bulle ; or given out by an ulcerated surface; or they may 
be due to sebum collected into mass ; or to fungus elements, 
asin favus. Crusts formed from the escape of serum are 
thin and bright-coloured. Crusts formed from dried pus 
are thick and yellow. Crusts from drying up of bulle are, 
as the rule, thin and slightly dark. Crusts from the drying 
of sanious pus from ulcers, are thick, dark-colored, and 
heaped up. Sebum crusts are flat, easily detached, and 
greasy. ‘The favus crust is pulverulent, honeycombed, and 
sulphur-yellow. . 


Ulceration is the result of cachexiz, such as the strumous 
or syphilitic: or of new growths replacing the normal tex- 
tures, and themselves softening and decaying, as in lupus 
and cancer: or from softening of actual outgrowths from 
the skin, as in fibromaand yaws. 


Ezxcoriation is due to scratching. Its seat is suggestive— 
on the front of the forearms and the thighs, of scabies; and 
about the-clavicles and shoulders, of phthiriasis. 


Scare are left by traumatic injuries: caustics: and by 
certain diseases which ulcerate, such as variola, furunculus 
aa anthrax, pustula maligna, strumous and syphilitic 

isease. : 


Having so far described the various eruptions of the skin 
with their types of form, and their pathological and clinical 
features, it is necessary to give a classified List or Chart of 
their causes in general. 

13 
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Ssotion 1V.—GrnegaLt Cavuszs or Sxm Diszases. 


The Causes may be conveniently arranged under two 
heads—viz., those which act from within, and those which 
act from without upon the skin; or Internal and External 
Causes. 


A. INTERNAL QOavses. 


a. Hereditary Tendency.—This may give rise to a gene- 
ral disease—ex., strama or ichthyosis ; or a local 
disease—ex., warts, fibroma. 


b. General Debility, which acts as a potent predispos- 
ing cause. 

c. Blood poisoning or Impurification, by special animal 
poisons inducing acute specific diseases ; by defi- 
cient excretion and undue retention of excreta— 
biliary, renal, or intestinal—giving an acrid char- 
acter to the blood; by long continued dyspepsia, 
which acts similarly and induces debility ; by the 
presence of medicinal substances in the blood—ex., 
bromide of potassium, or animal poisons of special 
kind—ex., syphilitic virus, or that derived from 
eating shell-fish, &c. ; by accumulation of uric and 
Jactic acids in gout and rheumatism, imparting an 
inflammatory character to skin diseases; by the 
accidents of poverty, which deprave the blood-cur- 
rent and lead to cachexia; by the non-perform- 
ance of natural functions—ex., perspiration, by 
which more work is thrown upon the skin; by or- 
ganic diseases of excreting organs—ex., liver, lead- 
ing to retention of excreta; and by dietetic evils. 
[These conditions are specially important in regard 
to the inflammatory diseases of the skin com- 
prised in Group 3 and Group 10, Section II, and 
are referred to in relation to the treatment of these 
ee in the Therapeutic Chart, Section 

J 


d. Diatetic Dispositions, in which a local is but the 
index to a general state of malnutrition, as in 
struma or leprosy. 


e. Nerve Disturbance, which acts in four ways: firstly, 
by inducing change in the calibre of vessels and 
so altering the supply of blood and favoring tran- 
sudation of fluid; secondly, by directly causing 
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tissue-change, cell-proliferation, &c., as in harpes 
and prurigo; thirdly, by the loss of regulation of 
nutrition which follows nerve debility ; fourthly, 
by the transmission of irritation through the reflex 
fanction by which eruptions may be excited or 
aggravated, as in the case of acne combined with 
dyspepsia. 

f. A disposition on the part of the tissues themselves to 
become diseased, as exemplified in the case of simple 
plus and minus conditions of nutrition, where 16 
would seem that the tissues themselves exhibit a 
morbid activity of growth, as in fibroma, keloid, 
and even cancer and lupus. 

g. Olimatic or Endemic Influences, by which the nutri- 
tion of the body as a whole is depraved, and skin 
disorder is the consequence. 


B. Exrernat Cavuszs. 

Some of these influence for evil the general health, and 
<4 disorder the skin indirectly ; others act directly upon the 
skin. 

1, Amongst the external causes acting directly upon the 
skin the most important are :— 

Scratching, which may excite and always aggravates 
disease, and may, in contagious cases, spread it from place 
to place, as in scabies and contagious impetigo. 


Local irretants of all kinds—ex., cold, heat, friction, flan- 
nel worn next to the skin, irritants, plasters, fluids, and 
applications of all kinds ; irritating substances, such as lime, 
sugar, flour, washing-soda, producing bricklayers’, bakers,’ 
grocers, and washerwomen’s itch; unwholesome handi- 
crafts ; dyes, contusions, animal and vegetable parasites of 
all kinda; medicinal applications, all of which may excite 
or aggravate disease. 

Want of care of the skin in the dirty and ill-fed. 


2. Amongst the external causes that act indirectly upon 
the skin through their influence upon the general health 
may be mentioned :— 

Want of cleanliness, climatic influences, defective clothing, 
neglect, and the like; animal poisons inoculated into the 
skin, &c. 
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Clinically itis of the highest importance to remember, 
first that these several causes vary in character: they may 
be predisposing, or exciting, or producing, or aggravating ; 
and secondly, that the real cause of any given skin disease 
is often made up of a number of these agencies in combined 
operation. Illustration: Eczema may occur in a cook, a 
rheumatic subject, who is exposed to the irritating influence 
of the fire, and in connexion with a blood-current charged 
with retained excreta, the consequence of inefficient bowel 
and kidney action. 


SrscTion V.—THERAPEUTICAL HEADINGS. 


'l'aeRE are three varieties of treatment—~Local: General : 
and a mixture of Local and General. 


Local remedies, comprising astringents, absorbents, caus- 
tics, parasiticides, and operative measures are required in 
Groups 4, 5, and 9 (see Chart, Section II). 


General—chiefly tonics and mercuriala—in Groups Il 
and 2. 


The mixed treatment is required in the other Groups. 
Of these latter, Groups 6, 7 and 8, and most of the compo- 
nents of 10, need only general tonics. Group 3 includes 
the inflammatory diseases, which are by far the most fre- 
quent in occurrence, and in fact constitute the bulk of cases 
that demand treatment. 


This Group 3, as will be seen from the Diagnostic Chart, 
comprises Erythema, Intertrigo, Urticaria, Eczema, Fur- 
unculus, Pityriasis rubra, Psoriasis, Lichen, Prurigo, Pem- 
phigus, Herpes, Ecthyma: and in dealing with these, and 
the inflammatory affections comprised in Group 10, particu- 
larly Acne, Sycosis, and Dysidrosis, the following points 
should be especially attended to :— 


Local Treatment—Wherever hypersmia is marked or 
active, soothing remedies are called for, whilst the opera- 
tion of irritants (see list of external causes, Section IV) 
should be avoided, and the air excluded: and not until the 
stage of hypersomia is passed should stimulating and other 
remedies be used. 


General Treatment.—The following conditions must be 
taken into consideration in framing the internal treatment 
of these inflammatory diseases, it having been settled first 
of all whether or no the disease is uncomplicated. These 
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conditions before referred to, see A in list of causes, Sec- 
tion IV, exist in varying combination :-— 


Influence. Ite Action. Specially observed in. Treatment, 


Tonics. 
E retards recovery from oo oe acids 
eee want of recuperative ery ron. 
Debility, an’ power in the system. ap nein Quinine. 
ing Anemia. All fanctions share in| p,_, higus Cod oil. 
the debility. E cama: " preoue: 
Induces debility. a ; 
Leads to liver disturb- | Eczema. ae and 
- ance. Urticaria. R : let 
Dyspepsia =») Tmpurifies blood current. f Acne. ae ae of 
Increases hyperremia by | Sycosis. i 
reflex action (acne). j Fresh air. 
( { Quicken 6 1li- 
/ Gives the blood an irrita- | All ae monerion by 
Retention of | tive quality and aggra- tory iia J luretica, 
Excreta ion vates hypersemia. diseases. Aper ier 
kidney, liver, | wae hola- 
and bowel in- L Bogues. 
activity. | Leads, in the case of 
kidney torpor, to in- ( Eczema of Dj 
crease of watery fluid legs, luretics. 
in tissues. 
Gives rise to dyspepsia- 
Constipation ... 4 Liver torpor All forms. Aperients. 
Retention of excreta. 
Increases inflammatory | Eczema. 
character; favours Psoriasis. 
phlegmonous inflamma- { Intertrigo in | Anti-Diabe. 
Diabetic state . tion, and leads to freer adults. tic. 
development of disease, | Farunculus. 
and to chronicity. Anthrax. 
Repression Compensatory elimination 
special on demanded of skin, which Vapour and 
mal elimina- may failto respond, and | Furunculus. other baths. 
tory fune- so become diseased. ¢- Ecthyma. Sudorifics, 
tions, fen In dependent parts this | Eczema. Aloetics, 
and Me =| leads to increase of and Tonics. 
strual. fluid in tissues. 
Causes accumulation of (Gouty reme- 
; uric and lactic acids lia dies, com. 
Gouty and Rhewu- and allied compounds Lich - : bined with 
matic Dia- in blood, giving an in- E errn a those ap- 
thesis. flammatory character Syc peg : propriate 
to disease by increasing Urticaria for the akir 
hyperemia. F disease. 
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Influence. lis Action. Specially observed in. Treatment. 
Imparts an unusual pnurn- E 
: lent character to erup- ee a | Cod-liver oil 
atria ae oe, ogee favors cae ea always re- 
, plication of connective s j quired. 
tissue. By conis: 
( - { Antisyphili- 
tic re me- 
Rozema. dies must 
Tends . induce indura- | Psoriasis. be com- 
oe tion from presence of | Pemphigus. bined with 
a Aiea syphilitic tissue; or ul-~ Ecthyma, others, or 
; ceration, cachexia, and | Acne. used in firat 


general debility. | Intertrigo instance 
(infants). alone. Ge- 
{ neral tonics 

needed. 


blood; causes -dyspep- inflamms- diet accord- 


Diei, Errors of. sia; leads to accumula- tory erup- ing to cir- 


L 
Introduces special irrita- 
tive substances’ into All forms | Regulation of 
tions with- 


tion of nitrogenous cumstan- 
matters in eyaten, to ree OxCeP- | oon. 
liver disorder, &c. rons J 
(Acne and The use of 
Disposes to torpor of Sycosis. baths, ab- 
Hygiene, Lack skin, and favors occur- } Eczema. lutions, 
of, rence of morbid action ) Intertrigo. proper 
and disease. Erythema { clothing, & 
especially. the like. 


These several conditions or influences exist in varying 
combination, just as do the component elements of the 
causes of many Skin Diseases, and the skill of the physician 
is shown in estimating aright this combination in its 
different details in any given case; for upon this the treat- 
ment must be based. One illustration will suffice. Hczema 
may occur in a gouty and dyspeptic subject, whose blood- 
current is unduly charged with nitrogenous excreta, and 
who has been iudulging too freely in stimulants. 


Tt will be observed how many of the influences referred 
to in the Chart increase hyperemia of the skin. Now, 
hyperemia must, before anything else is attempted (espe- 
cially when it is active in character) be repressed ; and this 
may be done partly by local means, before referred to; by 
augmenting the action of the kidneys, and by preventing 
the operation of those influences that increase hypersema. 
This is the most important point to be attended to in the 
early treatment of inflammatory Skin Diseases, because 
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generally all that is needed afterwards is the exhibition of 
tonics internally, and the use of astringents and stimulants 
locally. 


CHAPTER IX. 
POINTS TO BE OBSERVED IN DISEASES OF THE NERVOUS SYSTEM. 


In the diagnosis of this class of diseases you have to 
trust much to the symptoms present. Be most particular 
in taking the history of the case from the patient, or his 
friends, and carefully trace out any hereditary tendency to 
diseases of this kind, inquire whether any relatives have 
ever suffered from any form of nervous affections such as 
dementia, idiotcy, epilepsy, chorea, neuralgia, asthma, &c., 
&c., look out for signs of constitutional taints, such as 
syphilis, leprosy or malarial cachexia. Find out whether 
the parents were near relatives, or if there has been much 
intermarriage in the family, also, to what race the respective 
parents belonged. Be particular in finding out if it is the 
first attack, or whether the patient has before suffered from 
any form of nervous disease. Find out exactly how and 
when the first symptoms set in, and what they were. ‘The 
occupation of the sufferer often throws lhght on such 
diseases, as the paralysis of lead poisoning, or the curious 
forms of mental distress found in people who are overwork- 
ed, or exposed to much mental worry. The habits of the 
patients as to temperance regarding food, alcohol, the use 
of opium, Indian hemp, chloral, strychnine, or sexual inter- 
course often throw light on the case. 


The symptoms that should lead you to suspect disease of 
the nervous centres, (brain and spinal cord), are, any alter- 
ative in the mental functions, or in the powers of motion or 
sensation, severe or long continued pain in the head or 
spine, affections of the sight, hearing, smell, or taste, un- 
connected with structural changes in the organs through 
which these senses are manifested. In the progress of any 
case all the functions of the nervous system may be impli- 
cated, but by inquiring into the history of the disease, you 
will generally find which has been most prominently 
affected. It is important to remember in all such cases, 
that brain symptoms may result from changes in the brain 
itself, or from changes in the blood, or blood current; and 
therefore you should seek first for special disordered states 
of the blood, as uremia. 


106 CLINICAL MANUAL. 


Dr. Fenwick has made the following division of diseases 
of the nervous system in his Manual on Medical Diagnosis. 


(a.) Alteration in the mental condition.—The mental 
powers may be either partially or wholly suspended as in 
coma. In deep coma the patient can neither answer ques- 
tions, nor is he sensitive to light or other stimuli, the 
breathing is heavy, often snoring, swallowing is difficult 
or impossible. They may be in a state of high activity, the 
patient constantly talking in a rapid, rambling manner, 
constantly changing his position, restless, and often violent, 
asin deliriwm. In such cases the previous history of the 
case, and an accurate examination of the different physiolo- 
gical systems, is the only way in which you can arrive at a 
diagnosis of the cause. When coma is present, you have 
to settle whether the patient is suffering from apoplexy 
(cerebral hcemorrhage), embolism, injury to the brain, 
uremic poisoning, poisoning from alcohol, or other narco- 
tics, sunstroke, or catalepsy ; when delirium is present, you 
have to settle whether it is due to insanity, fever, meningitis, 
poisoning as from Indian hemp, stramonium, belladonna, 
&c. In both note always the state of the pulse, respira- 
tion, temperature, the mode of breathing, the smell of the 
breath, the presence or otherwise of squinting, state of the 
pupils, the presence of convulsions, state of bladder, and 
rectum ; always examine such cases for injuries of the head, 
disease of the heart, or kidneys; in the delirious, note the 
kind of delirium, whether constant or not, carefully examine 
the different physiological systems and note any changes. 
Note the power of locomotion. In both of these class of 
cases the use of the opthalmoscope often throws much light 
on the pathological state of the brain from what can be ob- 
served in the retina; other alterations in the mental condi- 
tion are more fully dealt with in the following chapter. 


(b.) Alterations in the power of motion, or sensation, 
diminished or lost, (paralysis or palsy) increased or invo- 
luntary (spasm or convulsion.) 

Tanner gives the following definitions of the different 
forms of paralysis. ‘‘In complete or perfect paralysis both 
motion and sensation are affected ; in incomplete or imper- 
fect paralysis, either motion or sensation is lost or dimi- 
nished. Imperfect paralysis is divided into acinesia—para- 
lysis of motion, and ancsthesta—paralysis of sensation. 
Again, the paralysis may be general or partial, as it affect 
the whole body or only portion of it. General paralysis, 
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or complete loss of sensation and motion of the whole 
system, cannot take place without death immediately re- 
sulting; but this expression is usually applied to palsy 
affecting the four extremities, whether any of the other parts 
of the body are affected or not. Partial paralysis is divided 
into hemiplegia when it is limited to the lateral half, and 
paraplegia when it is confined to the inferior half of the 
body. The term local paralysis is used when only 2 small 
portion of the body is affected, as the deltoid, pectoralis 
major, ora single limb. The term reflex paralysis is now 
used to indicate that variety of paralysis which is depend- 
ant upon disease in some other part—urinary, uterine, or 
intestinal—not directly connected with the paralysed part 
itself. It is induced through the reflex agency of the spinal 
cord. Paralysis may be hysterical. 


When there is loss of muscular power, you direct the 
patient to move the palsied part, and the muscles are seen 
to obey his will imperfectly, or not at all; thus, one side of 
the face being paralysed, you ask him to laugh, and you 
will see the mouth drawn tothe opposite side. In some 
cases you test whether the reflex action is intact, as for 
instance, by tickling the sole of the foot and observing if 
the legis drawn up involuntarily, or, by striking on the 
tendon of the patella when the leg is hanging loose and 
bent, in order to see if the rectus contracts. In others 
you apply electricity to ascertain if the muscles are able to 
respond to the stimulus. Always remark whether, with the 
palsy, there are cramps, or contractions of the muscles, and 
if so, at what stage of the disease they have occurred. 


Sensation is often impaired when the power of motion is 
affected, as the nerves contain both motor and sensory fibres. 
You ascertain this by inquiry, or for greater exactness you 
measure with a pair of compasses the smallest distance to 
which the points can be separated while the patient is sensi- 
ble of the contact of both. The muscular sense may be 
impaired though the sensibility of the skin is perfect. In 
this case the movements of the part affected are, awkward 
and irregular, and can only be performed when the will is 
strongly directed to the object, or when the muscles are 
assisted by the eyesight, loss of co-ordination of motion. 


In such cases always note all affections of the nerves 
present, and especially the state of the muscles as to atro- 
phy or hypertrophy, the state of the mental powers, and 
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the general constitutional state. Always examine the skull 
and spine for any abnormal sign, and the course of the 
affected nerves for any injuries, or enlargements, Note 
the temperature in the axilla, and also, over the surface of 
the affected part. 

Increased and involuntary muscular action.—When it 
only affects particular muscles it is called spasm ; when 
excessive and involuntary muscular action is general and 
attended with unconsciousness, it is called convulsion. 
Spasms, again, may be “ tonic’’—that is, continuous, or, 
clonic?’ —that is, alternating with intervals of relaxation. 
Convulsions occur at all ages, and in different diseases. 
Children are most liable to them, at an early period of 
life they often usher in eruptive fevers, or they may be pro- 
duced by teething, worms, or other causes of irritation. 
They also occur in various diseases of the brain, poisoning 
from certain vegetable substances and in certain states of 
the blood as seen in albuminuria and sunstroke. 


Iu such cases always note the muscles affected and any 
other affections of the nervous system which may be present. 
Note the state of the nutrition of the affected muscles, and 
of the muscular system generally, also the general consti- 
tutional state. ‘The history as regards occupation heredi- 
tury tendency, constitutional taint, duration of illness, may 
throw much light ou these cases. 

(c.) Cerebral headache, pain in the spine, vertigo, vomit- 
ing or retching, affections of the special senses.— Headache 
depending upon disease of the brain, or pain depending 
upon disease of the cord, are characterised by their persist- 
ency, the latter will generally be accompanied by other 
symptoms pointing to disease of the cord, in all such cases 
the spine should be carefully examined. 

Cerebral headache is characterised by its intenseness and 
persistence, it is often accompanied by some of the follow- 
ing symptoms, cerebral vomiting, convulsions, confusion 
of mind, vertigo, noises in the ear or flashes of light in the 
retina. The pain may be sharp, or dull, or lancinating, or 
throbbing, it is generally more severe in diseases of the 
meninges than in those of the brain substance. It is some- 
times the only symptom of constitutional syphilis. You 
should always closely examine for affections of the cerebral 
nerves. 

Cerebral vertigo, giddiness, circumgyratis.—Any disturb- 
ance of the cerebral circulation will produce giddiness, that 
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depending on disease of the brain is generally accompanied 
by other cerebral symptoms. When giddiness, vomiting 
and confusion of ideas alone are present, great care should 
be taken in examining, the middle aud internal ear for 
signs of disease (Meniére’s disease.) 


Cerebral vomiting is very persistent, without any appa- 
rent cause, great effort or fatigue, little or no nausea or 
abdominal pain, constaut retching, the stomach rejects 
everything. The food is rejected unaltered, sometimes 
mixed with mucus and a little blood, sometimes there is a 
desire for food which cannot be retained, the tongue is 
clean, the breath pure, the conjunctiva colourless, there is 
often headache, vertigo, or some affection of one of the 
special nerves. 


Affecttons of the special senses.—Whenu the ftunctious 
of any of the nerves of the special senses are affected due 
to disease of the brain, there is generally some other sign 
of cerebral disease to help the diagnosis, as for instauce, 
some paralysis of the other cerebral nerves, or there may 
be cerebral headache, vomiting, or vertigo. 


Loss of the sense of smellis called anosmia ; blindness 
from paralysis of the retina or optic nerve, amaurosis ; 
insensibility to the impression of sounds (deafness), copho- 
sis ; loss of taste agenstia. 


The changes in the eye in tumours of the brain as observ- 
ed by the opthalmoscope are either produced by optic 
neuritis, or by atrophy of the optic nerve. In mauy cases 
the patient bas no diminution in the powers of vision, so 
that the opthalmoscope should be employed in all cases 
where ‘‘ coarse” cerebral disease is suspected. According 
to Von Graefe, ‘the engorged papilla is chiefly distinguish- 
ed by great, but perhaps partial swelling and prominence 
of the disc, numerous and considerable hemorrhages on 
and around the papilla; and great dilitation, darkness, and 
tortuosity of the veins; the arteries being on the contrary, 
very small, attenuated, and often almost bloodless. ‘The 
inflammatory infiltration of the retina is confined to the 
close vicinity of the nerve entrance.’’ 


Soelberg Wells says, ‘The opthalmoscopic symptoms 
which especially characterise atrophy of the optic nerve 
are, a pale blue or bluish-white discoloration of the papilla, 
diminution in the calibre, and number of the little nutrient 
blood-vessels upon the expanse of the disc, attenuation of 
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the retinal vessels, more especially the arteries, and fre- 
quently a peculiar excavation of the optic nerve.” 


Double optic neuritis is often seen in obscure tumours of 
the brain. 


The following table modified from Dr. Woodman’s,! will 
be found useful in giving the student some idea of the seat 
of the lesions in the brain and spinal cord in cases of 
paralysis, but he must remember, that good as the work 
is, which has been done regarding the localization of the 
functions of the different portions of the brain and spinal 


cord, the whole question is still under examination. 


SYMPTOMS. 
Tue CraniaL Nerves (Foster)? 


lst. Olfactory.—Nerve of smell, dis- 
puted by some. It is quite possible that 
an injury to the 5th nerve may cause 
sufficient changes in the nasal membrane 
to prevent its performing its usual func- 
tions. 

2nd. Optic, Nerve of Sight.—Gradual 
or complete loss of sight without appre- 
ciable changes in the retina or media. 


Hemiopta or half vision, one-half of the 
retina in one eye and the corresponding 
half in the other eye, not acting to the 
stimulus of light. 


3rd. Oculo Motor.— Paralysis of upper 
eyelid (ptosis) from paralysis of levator 
palpebres superioris; the eye which is 
turned outwards, is capable of partial 
movements Only, w2z., such as can be 
produced by the rectus externus and obli- 
quus superior ; when the head is moved, 
the eye moves withit, the inferior ob- 
lique not being able to execute the usual 
rotation of the eyeball ; the pupil is 
dilated, and the eye cannot accommodate 
for near distances. In squint or stra- 
bismus due to paralysis, the secondary 
deviation is greater than the primary 
one.3 Often when the patient attempts 
to walk with his sound eye covered, he 
will suffer from vertigo. 





Srat oF LESION. 


At its origin, in the olfac- 
tory lobes, in the filaments, or 
in the olfactory membrane. 


Probable injury or disease 
at the origin or in the course 
of the optic nerves. 


Some disease or injury to 
the nerve fibres in their course, 
before they enter or while 
they are passing through the 
optic commissure. 


Injury or disease at its ori- 
giv or in its course. It enters 
the orbit through the sphenoi- 
dal fissure. 





1 Vide Dr. Fenwick’s Guide of Medical Diagnosis, 1876. 
* 2 Michael Foster’s Text-book of Physiology, 1877. Nine pair of nerves according to 


Willis ; twelve pair according to Soommering. 


3 The secondary deviation is the extent of movement the sound eye makes when ex- 


cluded by the hand, whilst the squinting eye ‘fixes’ itself on the object. 
: the squinting eye makes when the sound eye fixes upon 


tion is the movement which 
the object, Lawson. 


The primary 
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4th. Trochlear or pathetic. Motor 
nerve to obliquus superior.—In paralysis 
there is no marked difference in the posi- 
tion of the eye, but the patient sees 
double when he attempts to look straight 
forward or towards the paralysed side ; 
the images, however, coalesce when he 
turns his head to the sound side. When 
the head ia moved from side to side, the 
eye moves with it, the usual rotation of 
the eye which accompanies the move- 
ments of the head failing through the 
superior oblique not acting. In strabis- 
mus due to paralysis, the secondary devi- 
ution is greater than the primary. 


5th. Trigeminus (Trifacial).—A mix- 
ed afferent and efferent nerve with dis- 
tinct motor and sensory roots, the latter 
bearing the ganglion of Gasser. LHfferent 
fibres. Motor fibres to the muscles of 
mastication, temporal, masseter, two 
pterygoids, mylo-hyoid, anterior belly 
of digastric, and buccinator, the tenzor 
palati, and tensor tympani; vaso-motor 
fibres to various parts of the head and 
face; secretory fibres to the lachrymal 
gland, and according to some authors to 
the parotid and sub-maxillary glands by 
fibres joining the facial. Trophic(?) fibres 
to eye, nose, and other parts of face; 
efferent fibres for the dilatation of the 


pupil. 


Afferent fibres.—General nerve of sen- 
sation of the skin of kead and face, and 
of the mucous membrane of the mouth 
except the parts supplied by the vagus 
and glosso-pbaryngeal. The back of the 
head is chiefly supplied by branches from 
the cranial nerves, and the external 
meatus and concha are supplied chiefly 
by the auricular branch of the vagus. 
Nerve of special sense of taste to the 
front part of the tongue. 


6th. Abducens.—Nerve to the external 
rectus, paralysis causes inward squint, 


It is joined by fibres from the cervical 
sympathetic and probably recurrent sen- 
sory fibres from the fifth. 


In strabismus due to paralysis the 
secondary deviation is greater than the 
primary. 
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Injury or disease at its ori- 
gin or during its course; it 
enters the orbit through the 
aphenoidal fissure. 


Injury or disease at its ori- 
gin or during its course. 


The Gasserian ganglion oc- 
cupies @ depression on the up- 
per part of the petrous portion 
of the temporal bone, its oph- 
thalmic branch leaves the skull 
by the sphenoidal fissure, the 
superior maxillary by the fora- 
men rotandum, the inferior 
maxillary with itsslender motor 
root leaves by the foramen 
ovale. 


Injury or disease at its ori- 
gin or course. It enters the 
orbit through the sphenoidal 
fissure, 
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7th, Factal or portio dura.—Motor 
nerve of the muscles of the face, nerve of 
expression. Disease of it causes para- 
lysis of the orbicularis palpebrarum, and 
of the muscles of the face (Bell’s); the 
face is drawn to the sound side, paralysed 
side is smooth, there may be paralysis of 
stylo-hyoid, digastric, buccinator, stape- 
dius, muscles of the external ear, platys- 
ma, some muscles of the palate, levator 
palati and probably others. 


8th. Auditory or portio mollis of 7th.— 
Special nerve of hearing, afferent nerve, 
impulses other than auditory proceeding 
from the semi-circular canals. 


9th. Glosso—pharyngeal (1st part of 
8th pair,)—Paralysis of levator palati, 
azygos uvulw, stylo-pharyngeurn, constric- 
tor faucium medius. Logs of taste on 
the back of the tongue. Loss of sen- 
sation on the back of the tongue, soft 
palate, and pharynx. 


10th. Pneumogastric, Vagus, Par Va-~- 
gum, Efferent fibres. (2nd part of 8th)— 
Motor nerve for the muscles of the soft 
palate and pharynx, for tho movements 
of the sesophagus, of the stomach, of the 
intestines, for the muscles of the larynx, 
poasibly for the plain mnscular fibres 
of the trachea and bronchial divisions. 
Inhibitory nerve of the heart. 


Afferent jfibres.—Sensory nerve of the 
respiratory passages, and of the pharynx, 
casophagus and stomach. Afferent nerve 
augmenting and inhibiting, of the respira- 
tory centre, afferent inhibitory (depres- 
sor branch) and augmenting, (superior 
laryngeal) nerve of the meduilary vaso- 
motor centre, afferent nerve producing 
salivary secretion, inhibiting pancreatic 
secretion. 


Section of the vagiin the neck causes 
death by pneumonia; this has been re- 
garded by some as an indication of 
* trophic” action, 


llth. Spinal accessory, (8rd part of 
8th.)— Motor nerve to the sterno-mastoid 
and trapezius muscles. It receives re- 
current sensory fibres from the cervical 
nerves, Part of the spinal accessory 
blends with the pneumogastric, and the 
efferent effects (such as the movements 
of the larynx, pharynx, &c., and cardiac 
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It travels with the next nerve 
(auditory) to the internal mea- 
tus where it separates, it then 
passes through the aqueduct of 
Fallopius, close to the internal 
ear and leaves the skull by the 
stylo-mastoid forameh into the 
parotid gland. 


Disease at its origin or dur- 
ing its course, or in the inuter- 
nal ear. 


Disease or injury. It leaves 
the skull with the pnenmo- 
gastric and spinal accessory 
through the foramen lacerum 
posticus and then leaves them. 
Tt should be remembered that 
these three nerves enter the 
skull through the foramen 
magnum. 


After its passage through the 
foramen it is joined by the ac- 
cessory part of the spinal acces- 
sory nerve, several communi- 
cations are at the same time 
established with the surround- 
ing nerves. 


Fibres of this nerve are found 
coming from as low as the 6th 
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inhibition) of the united trunk seem to 
be largely due to the spinal accessory 
fibres contained in them. It is stated 
however that division of the spinal acces- 
sory before it joins the pneumogastric, 
does not entirely do away with either 
swallowing or the movements of the 
larynx. Inthe movements of the csso- 
phagus and stomach, bronght about by 
tho vagus acting as an efferent nerve, 
the accessory fibres seem to have no 
share. The cardiac inhibitory fibres seem 
to be distinctly of accessory origin. 


12th. Hypoglossal, or lingual motor (9th 
pair).—Paralysis of the muscles of the 
tongue and of all those connected with 
the hyoid bone except the digastric, stylo- 
hyoid, mylo-hyoid, and middle constrictor 
of the pharynx. Paralysis of the sterno- 
thyroid. It is connected with the pnen- 
mogastric, lingual, three upper cervical 
nerves, and the sympathetic. 


somplete paralysis of any cranial 
nerve, particularly of the whole 3rd. 
(Oculo-motor) 4th. (Trochlear or Pathe- 
tic) Sth. (Trigeminus) 6th. (Abducens). 
7th (Facial and auditory), and complete 
anesthesia of one side of the face, or 
complete loss of any special sense. 


Partial anzsthesia (part of 5th nerve) 
and yvartial paralysis of other craninl 
nerves, as some forms of strabismus 
(squint), and ptosis (drop. eyelid), and 
partial loss of smell, &c., &c. 


Hemipleqia,— Right arm and leg para- 
lysed, and left half of face (mouth drawn 
to opposite side). 


In left Homiplegia and vight side of 
face, all the symptoms and seat of lesion 
should be reversed as to side. 


Hemiplegia.— Right arm and leg para- 
lysed (as to motion) more sensitive and 
warmer, but lefé arm and leg cooler, aud 
less sensitive or qnite anasthetic. 


Paraplegia.—Both legs paralysed, as 
tc both motion and sensation, paralysis 
of the sphincters of the bladder and 
rectum. 
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or 7th cervical nerve in the 
spinal cord. The spinal por- 
tion of the nerves leaves the 
othera after their exit from the 
foramen lacerum positicus, 


Tt takes its origin from the 
meduila oblongata and lenves 
the skull through the anterior 
condyloid foramen. 


Almost always central; ge- 
nerally on the same side of the 
brain, Probably all the cra- 
ninl nerves decussate, as somo 
most certainly do. 


May sometimes depend upon 
pressure or interference with 
the functions of the nerves 
outside the cranium. 


Left optic thalamus, corpus 
striatum, or cerebral lobe of 
left side, or left half of pons 
Varolii, when aphasia is pre- 
sent with right homiplegia the 
posterior portion of the third 
frontal convolution has been 
found affected. In many cases 
these symptoms and the seats 
of the lesion as given above do 
not coincide, 


Injury to right half of spinal 
cord ; above brachial plexus ; 
below the decnssation of the 
anterior pyramids. 


Both halves of the spinal 
cord below the origin of the 
brachial plexus. 
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Local paralysis of muscles as for in- 
stance of supinators and extensors of 
forearm and hand. 


Locomotor Ataria.—Diminution or total 
absence of power of co-ordinating move- 
ments, peculiar gait the feet being lifted 
up and thrown down in an irregular ond 
extravagant manner, and brought down 
violently; turning round is difficult, the 
patient has to watch hia legs to guide 
his motions, he cannot stand with his 
eyes shut, or in the dark, still less walk, 
there are severe stabbing or darting 
pains in the legs, pains or sense of con- 
striction round the waist, double vision, 
impairment of sight, other cranial nerves 
are sometimes paralysed. 


The muscles of the affected limbs are 
well developed, respond to the stimulus 
of electricity, and there is no loss of 
reflex action when the patella-tendon is 
struck, tendon-reflex. 


Sclerosis of lateral columns of cord.— 
Gradual paralysis with rigidity of mus- 
cles and contraction of the limbs. No 
loss of sensution, sphincters not affected 
till late. 


Disseminated sclerosis.—Gradual loss 
of power with tremor and agitation of 
muscles whenever they are called into 
action. Lips and tongue tremulous on 
Speaking. Chin kept on the breast to 
avoid the effort of supporting the head 
which brings on tremor. Limbs quiet 
till moved, then agitated. 


Progressive Muscular Atrophy — Wasting 
Palsy.— Degeneration, loss of volume and 
power of voluntary muscles, without 
diminution of intelligence or sensibility ; 
it may affect either the upper or lower 
limbs or the body, and it is usually sym- 
metrical, Scapular muscles, deltoid, and 
those of the thenar eminence are often 
affected early. The muscles attacked 
waste away and almost cntirely dis- 
appear; the general health is moder- 
ately good. The paralysis may become 
general and cause death from asphyxia, 
or apnoea; duration of disease, from a 
few months to many years. 
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Must be looked for in the 
nerves supplying the muscle 
affected. In the instance quot- 
ed the musculo-spiral nerve 
has been found diseased or in- 
jured. 


Atrophy and disintegration 
of the nerve fibres of the pos- 
terior columns of the apinal 
cord, with formation of amy- 
loid corpuscles and hypertro- 
phy of the connective tissue. 
The lesion is not always con- 
fined to the posterior columns, 
of the cord, Lockart Clark has 
described grey degeneration of 
the cerebra! and spinal nerves, 
and various Jesions of the grey 
substance, 


Excessive formation of con- 
nective tissue with wasting 
and disintegration of nerve 
fibres of lateral columns of 
cord, invading also anterior 
cornua of grey matter. 


_ Patches of sclerosis found 
in different parts of brain and 
Rpinal cord. 


Patches of granular degene- 
ration fonnd in those parts of 
grey substance of the spinal 
cord where nerves pass off to 
the affected muscles, also, 
amyloid corpuscles round cen- 
tral canal of cord, nerve cells 
shrunken and atrophied. It 
has been questioned whether 
the spinal cord lesion is pri- 
mary or secondary. 


DISEASES OF THE NERVOUS SYSTEM. 115 


There are many other forms of paralysis which must be 
diagnosed according to the system laid down in the early 
part of the chapter. Paraplegia may be due to disease 
of the spinal cord or membranes, as for instance spinal 
meningitis, myelitis, congestion, softening, hemorrhage 
tumours, syphilitic disease ; chronic alcoholic, chloral, or 
stramonium poisoning, or it may be reflex, i¢., caused 
by excitation which has reached the cord from a sen- 
sitive nerve, in such cases there is probably an insufficient 
amount of bloodinthe cord. In all these cases an accurate, 
history and account of the mode of invasion of the disease 
will be required. There is a form of infantile paralysis 
the access of which is very rapid, generally occurs in 
strong healthy children about the second teething, it 
sets in with pyrexia, the pathological cause has not 
yet been settled. It is often fatal. Paralysis is some- 
times hysterical in such cases there is no appreciable 
disease of the nervous centres or motor nerves. There 
is another form of paralysis called rheumatic paraplegia, 
sometimes the extensor muscles of the forearm, the deltoid 
and the trapezins are affected, it is said to be due to 
changes in the fibrous sheaths of the spinal nerves. Pseudo- 
hypertropic paralysis is a disease of early childhood, in 
which the legs and buttocks increase in size, the increase 
being due to hypertrophy of the connective tissue, the 
muscular tissue being atrophied. Death usually occurs about 
the age of eighteen from pulmonary disease. The patho- 
logical cause is unknown. Paralysis or palsy is some- 
times due to poisoning as from mercury or lead, the mercu- 
rial poisoning giving rise to a peculiar form of tremor, and 
the lead poisoning acting principally on the nerves supply- 
ing the extensor muscles of the hand and fingers causing 
the peculiar wrist drop. 


Paralysis agitans or shaking palsy is characterised by an 
involuntary tremulous agitation of the muscles which is 
independent of exertion, and goes on during the repose of 
muscles, commencing in the hands and armas or in the head, 
and gradually extending over the whole body. There is 
diminution of muscular power, the pathological cause is. 
unknown. 
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CHAPTER X. 


ON THE EXAMINATION OF THE INSANE. 


The method of examination of a person suffering from 
mental disease differs materially from that of ordinary pa- 
tients. He often cannot, and sometimes will not help yon, 
indeed he may Jook on your examination in the light of 
an impertinence. ‘he appearance of his tongue, the state 
of his pulse, the character of his secretions, may not help 
you in the least ; you are obliged to rely upon the information 
gained from a close examination of the physiognomy, 
actions, conversation, powers of judgment and memory, 
you should always observe the state of the general health, 
in such patients even acute diseases are often masked. You 
will often find a want of vitality, and of nervous tone, defi- 
cient action of the skin and internal organs, and torpidity 
of the bowels, whilst attacks of giddiness, mental confu- 
sion, irritability of temper, inaptitude for usual work, odd 
conduct, morbid sensations and delusions often occur, you 
should earefully examine for signs of injuries both ex- 
ternal and internal. In the investigation of the physiog- 
nomy your habits of observation on mankind in general 
will be called into full play. In order to appreciate the 
changes in the insane, you must have studied the varieties 
of expression which indicate the growth, normal state, and 
decline of mental vigour in the same race or class to which 
the patient before you belongs. You should be familiar 
with the cheerful open countenance of the man in the enjoy- 
ment of mental and bodily health and ease, with the vacant 
stare of the thoughtless, the melancholy visage of the dis- 
appointed, the dreamy look of the absent man, and with 
the wildness of the expression of the maniac; you will then 
be able to justly estimate the evidence written upon the 
forehead, the expressive language spoken in the eyes, and 
the inward restlessness betokened by the constant play of 
the muscles around the mouth. 


Tanner say*, when investigating the actions, observe the 
attitude, gestures, movements, and general conduct. The 
facility, suppleness, and co-ordination of the movements 
must be noticed. The attitude of the old man with his 
head inclined on his chest, his back bent, and his knees 
giving way under him, is not more characteristic of a state 
of senility and exhaustion, than is the position of an unfor- 
tunate human being seated on the floor, with his chin 








* Tanner’s Clinical Medicine by Dr. Tilbury Fox. 
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resting on his knees, motionless for hours, and entirely 
unmindful of all that is passing around, indicative of in- 
curable dementia. ‘he gestures alone often indicate the 
passion which predominates. In insanity from disappointed 
love, airs of langour are often affected ; in that from reli- 
gion, great humility and attention, in that from sexual 
excesses, a downcast appearance, an evident desire to avoid 
notice, and an inability to look offe in the face. 


To engage in conversation with an insane person, you 
must try and gain, by a sympathizing and kiud manner, the 
confidence of the patient. He may be mad on many, or 
only on one subject, you should if possible, ascertain from 
his friends beforehand what the delusions are and gradu- 
ally lead up to than in order to satisfy yourself. 


In such cases, your own knowledge of the world, of the 
social and religious mauners and customs of the race toe 
which the patient belongs, will be fully tested. 


The memory of the insane may easily be tested if his 
confidence has been gained, by a few quiet questions as to 
his name, age, address, the number of his family, the 
nature of his occupation, the day of the week; where 
there is evidently mental weakness, you may ask the patient 
to shut his left eye, give his left hand, put out his tongue, 
show his right leg, and so on. An examination of the 
letters written by such a patient will often give yon infor- 
mation upon his mental state, while they at the same time 
may teach you his intimate thoughts, such letters are often 
rambling and incoherent, and a very frequent characteristic 
of them is that they are full of wants. 


In drawing up a statement respecting a person presumed 
to be insane, Dr. Bucknill recommends that the matters to 
be noted should be classed under the following heads: ap- 
pearance, conduct, conversation. 


- Appearance may be meaningless, vacant, melancholy, 
depressed, frightened, or fierce. 


Demeanour and conduct may be childish and silly, or 
mopipg and inert, or destructive, or aggressive, or distinc- 
tive of peculiar states of emotion as of vanity, pride, or fear. 


The speech may either indicate a negation of mental 
faculty by its absence, or intense pre-occupation as in some 
forms of melancholy, or by its positive evidence may bea 
testimony to all phases of incoherence or delusion. 
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In the legal certificates required in this country before a 
patient can be admitted into a lunatic asylum, the following 
observations have to be filled in. (Vide Lunacy Act No. 
XXXVI of 1858). - 


In Form A. Firstly, the facts indicating insanity observ- 
ed by yourself; secondly, other facts, indicating insanity 
communicated to you by others. 


Form C.is the Madras Government form for recording 
the case. 


In Forms B. & C. you must enter the disease, name with 
Christian name at length, age, sex, by whom sent to the 
asylum, the date of admission, the temperament, whether 
married, single, or widowed, the number of children, the 
condition of life and previous occupation, where born, and 
previous place of abode, religion, whether first attack and 
the duration of the present attack, cause whether moral or 
physica), whether hereditary or otherwise, habits and dis- 
position, the degree of education, whether natural affection 
is perverted or not. The evidences of insanity, whether dan- 
gerous to self or to others, details of previous treatment, 
the state of the bodily health, whether there are any in- 
juries from violence, the age if known on first attack, when 
and where the patient has been previously under care and 
treatment, whether he is subject to epilepsy, whether suici- 
dal. Whether the patient has been found Innatic by in- 
quisition or inquiry, under orders of a court and the date 
of the commission or order for inquisition or enquiry. 
Whether any member of the patient’s family has been, or is 
affected with iusanity. 


The following is the classification of disorders of the 
intellect given in the Nomenclature of diseases : 


Mania, is defined as a disorder of the intellect with 
excitement, divided into acute and chronic ; 


Melancholia is defined as a disorder of the intellect, with 
depression, often with suicidal tendency. It is stated that 
cases of so-called monomania are to be classed under 
ehronic mania or melancholia, according to their character. 


Dementia, is defined as a disorder of the intellect charac- 
terised by loss or feebleness of the mental faculties, it is 
divided into acute and chronic. 


Paralysis of the insane or general paralysis ‘is a combin- 
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ation of insanity with a gradual increasing loss of motor 
power.’ (Tanner.) 


Idiotcy and Imbecility are both considered congenital. 


Hypochondriasis is defined as some disturbance of bodily 
health, attended with exaggerated ideas or depressed feel- 
ings, but without actual disorder of the intellect. 


The Surgeon General H. M. F., Madras, in his depart- 
mental circular No. 3 of 1882, states that he believes he is 
right in saying that the law recognizes mental alienation as 
(1) in insanity ; (2), in idiocy; (3), in unsoundness of mind ; 
the firat pretty nearly corresponding to the ‘‘ Mania’’ of the 
statistical nomenclature, and the second to congenital idiocy. 
The third has nocomplete equivalent in the Nomenclature, 
but the following isa legal definition: ‘‘ a person not idiotic, 
not lunatic, but one who by reason of a morbid condition 
of intellect is unable to manage himself or his affairs.” 


CHAPTER XI. 


HINTS ON CLINICAL OBSERVATION ON DISEASES OF WOMEN IN THR 
LYING-IN-ROOM. 


POSITION AND SIZE OF THE UTERUS AND APPENDAGES. 


The healthy unimpregnated uterus, is suspended midwa 
in the ‘ pelvic cavity.” The ‘fundus’ lies slightly below the 
plane of the pelvic brim anda line drawn from the upper 
border of the symphysis pubis to the lumbosacral articula- 
tion would indicate about the upper limit of the organ. 
A line drawn from the lower border of the symphysis pubis 
to the junction between the 4th and Sth sacral vertebra would 
pass through the lower part of the cervix. In its general 
direction, the uterus lies with its long axis in the axis of the 
brim of the pelvis. It is held in position chiefly by its rela- 
tions to contiguous viscera, particularly the bladder and 
rectum, by the support afforded by the surrounding con- 
nective tissue and by the vaginal column, by folds of peri- 
toneum around (the so-called ligaments) and by the two 
round ligaments which are continuations of the uterine 
muscular tissue. ‘I'he peritoneum is in close contact with 
it at the upper part, covers the anterior surface of the body 
and the whole of the posterior surface except the infrava- 
ginal cervix. The organ is capable of a considerable degree 
of movement, and its position varies with the state of the 
adjacent viscera, the posture of the individual and with cer- 
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tain acts such as defoscation straining, coughing, &. The 
upper part or fundus is more moveable than the cervix. 
The cavity of the healthy unimpregnated uterus measures 
24 inches of which about half belongs to the cervix. The 
cavity of the body is more or less triangular and flattened 
from before to behind. The cavity of the cervix is spindle- 
shaped, extending from the os uteri externum to the os uteri 
internum. The greatest breadth is at the fundus, the greatest 
thickness 11 or 12 lines. The average weight 9 or 10 
drachms. From each angle of the fundus spring the 
Fallopian tubes which are contained in the central portion 
of the lateral folds of peritoneum called the broad ligaments. 
The £ ovaries’ lie in the posterior fold of the broad ligament 
on either side of the uterus and separated from it by a 
short space. They can be rarely felt unless displaced or 
enlarged. The inferior portion of the cervix is implanted into 
and projects into the vagina for about 4 lines. The vagina 
is a curved canal from 3 to 4 inches in length with 
its sides in apposition to one another. YPosteriorly its upper 
fourth is in direct relation with the peritoneum. 


MertrHops oF EXAMINATION AND MEANS OF DIAGNOSIS IN CASES 
OF UTERINE DISEASE. 


Abdominal palpation, simple abdominal palpation, the 
patient lying in the dorsal posture, affords much informa- 
tion especially in cases of inflammation, tumors, &c. 


Inspection is required occasionally, but is by no means 
invariably necessary or desirable. 


Simple vaginal touch is practised with the patient lying 
in the dorsal posture or on her left side. 


Bi-manual examination or conjoined manipulation.— 
This is of all the most useful form of examination and 
affords more information than any other method. It com- 
bines simple vaginal touch with palpation. Itis best prac- 
tised with the patient lying on her back on a flat couch 
with a light covering over her, everything tight in the shape 
of stays being removed or loosened. The left thigh should 
be slightly flexed ontheabdomen. The index or index and 
middle finger of the left hand should be lubricated with oil 
or simple ointment and passed under the left thigh to the 
vaginal outlet, at the same time the right hand can be 
placed flat on the abdomen without. The examining finger 
can then examine, if required, the external generative 
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organs and can then be passed into the vagina, Here it 
will note the existence of pain, spasm, &ec., the capa- 
city, existence of tenderness and temperature of the vagina, 
the condition of the walls, relaxed or otherwise, the pre- 
sence of any discharge and its charaeter. From the ex- 
amination of the vagina, the finger can be passed on to the 
cervix uteri. Here note—position of cervix in the pelvis, 
size, general direction, the existence of tenderness, consis- 
tency of tissue, size and shape of external orifice, existence 
of any roughness or erosion, presence of discharge and its 
character, With the assistance of the external hand the 
position and size of the whole organ, its consistency, the 
presence of tenderness, its mobility, &c., can be accu- 
rately guaged in almost all cases by a careful manipula- 
tion. From a general examination of the uterus, the ex- 
amining finger can leave the cervix and be passed in succes- 
sion, behind, on each side and in front, and any thickening 
around the organ, the presence of any tumor and its rela- 
tion to the uterus can be made out, the condition of the 
ovaries can also be investigated. 


Rectal touch.—This is best practised with the patient in 
the left lateral position. It is a useful method of exami- 
nation in virgins when a pelvic examination is necessary or 
for the better investigation of the ovaries. 


Speculum.—This instrument is useful rather as a means 
of treatment and should not be depended on to too great 
an extent as a means of diagnosis. In using the spe- 
culum, the patient should le on the left side with the 
hips at the edge of the bed and the thighs bent on the 
abdomen the right being thrown over the left. The most 
useful speculum for either diagnosis or treatment is Sim’s 
univalve speculum or perineal retractor. Furguson’s tubu- 
lar speculum is useful for exposing the cervix and Cusco’s 
bivalve speculum is useful for all purposes. In using the 
speculum note. Pain or spasm on introduction, appear- 
ance of vaginal mucous membrane and of any discharge, 
appearance of cervix and external os uteri with presence 
aud character of any discharge. 


Sound.—The sound or uterine probe is generally used 
as a means of diagnosis to determine the position and 
size of the uterus. The most useful sound is made of flexi- 
apres and marked by notches at the inches for about 8 
inches. 
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The flexibility of the instrument allows it being bent into 
any shape. It is best used in conjunction with the specu- 
lum. The cervix being exposed it may be fixed by a fine 
vulsellum forceps or tenaculum. The sound being then 
held lightly in the right hand, the tip being oiled, can be 
dais into the cervix and on if necessary, to the fundus. 

ith this instrument we ascertain the shape of the uterus, 
the position of the organ, the shape and capacity of the 
cavity, existence of tenderness, &c. By graduated metallic 
sounds, we can also ascertain the size of the external orifice 
and the dimensions of the cervical canal. Caution must 
invariably be exercised in the use of the uterine sound. 

Dilatation of cervia uteri by tents.—This is occasionally 
necessary when it is required to investigate carefully the 
cavity of the uterus, either as a means of diagnosis or a 
method of treatment. 


Points TO BE NOTED IN RECORDING CASES OF SPECIAL 
DISEASES OF WOMEN.—(MODIFIED FROM ‘T'HOMAS). 

Date, name, age, married ? number of children, number 
of miscarriages, date of last confinement, date of last mis- 
carriage, age at first menstruation, date of last menstru- 
ation, how long ill, supposed cause, symptoms, present con- 
dition and general health. 

Menstruation, regularity, duration, amount, pain. 

Leucorrhcea, character, amount. 

Pain, locality, character, other symptoms. 

Physical examination. 

1, Vaginal touch ; 2, speculum; 3, sound. 

Diagnosis. 

Treatment. 

Points to be especially attended to in cases of Lying-in- 
women. 

Attend at once to any summons to a woman in labour. 

Take Stethoscope, ligature thread, blunt pointed scissors, 
male elastic catheter, No. 8 or 9, Higginson’s syringe, 
blunt pointed bistoury, double curved long forceps, suture 
needle with wire or silk, chloroform, laudanum, ergot ; 


ammonia, neutral solution of perchloride of Iron, minim 
measure. 
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Conduct in Lying-in-room to be calm, cheerful and re- 
assuring. 


Determine if woman is really in labour or suffering from 
false pains. 


Enquire into general health, nature of previous labours 
if any, state of bowels and bladder. 


Examine abdomen for fostal heart and movements. 


Vaginal examination note—degree of warmth and mois- 
ture, size and distensibility, condition of rectum, capacity 
and form of pelvis, state of cervix, thick or thin, soft or 
rigid, degree of dilatation, presence or absence of membranes, 
presentation and position of child, character of pains. 


In first stage avoid frequent examination and allow 
woman to sit or move about. In second stage examine 
more frequently and note progress of labour ; keep woman 
lying down in any position until head is on perineum when 
the left lateral should be assumed; at birth of child, follow 
uterus down, and, after separating child, place mother on 
back and support the uterus. 


Conduct third or placental stage with great care. 


Half an hour after placenta is cast, apply binder if 
uterus is firm; if Heemorrhage has occurred, uterus should 
be manually supported for two hours. Do not leave the 
house till one hour after placenta has been cast. 


In the Puerperal State. 
Visit woman within twelve hours after delivery. 


Enquire into sleep, passage of urine, condition of external 
genitals, discharge, after pains, food. 


General appearance, pulse, breathing, condition of uterus 
and bladder, binder. 


During puerperal state.—Note—character of lochia, oc- 
currence of fever, want of sleep, quick pulse, distension 
of abdomen, tenderness of abdomen or uterus, distension of 
breasts. 


Keep a native recumbent for a week and a European 
for ten days or a fortnight. Hxertion to be made only 
gradually and with caution. 

16 
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With regard to the Infant. 
Note at birth, formation, navel. 
After-birth, sleep, navel, excretions, clothing, food. 


Points to be observed in recording cases of labour. 


Name, age, number of pregnancy, nature of labour (natu- 
ral, difficult, preter-natural, or complex.) 


Presentation. 
Position. Ist stage. 
Sea of child. | aaa stage. 
Duration of labour. (3rd stage. 


CHAPTER XIT. 


ON THE EXAMINATION OF CHILDREN. 


This subject requires some remarks, in the first place the 
mortality amongst children is very high, their diseases often 
run a very rapid course especially in this country, and lastly, 
it is only by the exercise of close observation, great patience, 
kindness, gentleness, and a peculiar tact, that a man ever 
becomes a good child’s doctor. First, learn from the mother 
or guardian its hereditary tendency, its previous illnesses, 
and the history of the present illness. 


Sir William Jenner’s directions to his class* in reference 
tothe mode of examining children, are somewhat as follows. 
After stating that the diseases of children are not as ill- 
defined as some persons imagine, he proceeds to say, that 
if called to a child and it be asleep, the practitioner should 
not wake it, but whilst it is asleep, he should note its atti- 
tude and position, whether it lies covered or uncovered, if 
with its legs drawn up or not, if it hes on its back or 
its side, the two latter poimts indicating the degree of 
strength and the seat of pain. The colour of the cheeks 
(heightened in pneumonia and typhoid) should be noticed, 
or local sweating especially about the head, as is seen 
in rickets. The expression of the face, which is calm in 
health should be noted, moans, startings, twitchings, 
shrieks, clutching of the hands, are to be observed as 
they are suggestive of cerebral mischief, twitching of the 
mouth often occurs in gastric irritation. The observer 
should then note if the nares act markedly, as in acute 
chest affections, whether the eye be completely closed as 
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#* Tanner’s Clinical Medicine, by Dr. Tilbury Fox, 1876, 
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in health, or half closed as in cerebral disease, if the res- 
pirations be quickened or not (they are from 30 to 40 in 
@ minute in health.) 


If the child is awake on your entrance, take care that 
the sight of a stranger does not frighten it. Do not let 
it see that you are observing it for some time until it has 
got accustomed to your presence, the first thing you have 
to do is to gain its confidence which you must retain all 
through, or you will never be able successfully to examine 
or treat it. Noone ever gains the confidence of children 
who does not love them. If the child is awake the pulse 
is readily excited, it should therefore be felt in sleep, 
the hand being warmed for the purpose. The pulse of a 
healthy child under two years may beat from 90 to 140 ina 
minute, or more, after three years it does not exceed 100. 
A very rapid pulse is little guide to disease in children, a 
slow pulse is of more consequence. The state of the fonta- 
nelles should be noticed especially in reference to their 
size, tension, and pulsation, when the child is awake. When 
a child wakes, its expression, the state of the surface, and 
position may be observed, a smile is inconsistent with 
serious illness. In abdominal affections, the mouth is pinched 
up, the legs drawn up; the expression is one of suffering 
in colic, of langour in enteric fever, there is a wasted 
look 1n chronic diarrhoa, a “‘ shrivelled’”’ face in muco-ente- 
ritis, an aged appearance an earthy hue of the skin with 
fissured corners of the mouth and condylomata in congeni- 
tal syphilis. The hand should always be passed over the 
head, which is enlarged in hydrocephalus, rickets, and by- 
pertrophy of the brain, and the fontanelles much opened. 
Then the child should be stripped if necessary, when rickety 
deformities can be seen, enlarged glands and eruptions be 
detected, the arms and feet examined for syphilitic erup- 
tions, and the buttocks for itch. The shape of the chest is 
peculiar in young children, there is a constriction at the 
upper border of the liver on the right side, and the upper 
border of the stomach on the left side. In some diseases, 
of the pleura, in rickets and when there is spine disease 
the chest is often altered in shape. The apex of the 
heart beats rather more to the left than in the adult, 
marked signs of lung disease are found at the back, and 
friction sounds between the scapule are due to disease of 
the bronchial glands. The belly is big in children, this 
is accounted for by the short pelvis, the large liver, the 


126 CLINICAL MANUAL. 


thin and unresisting abdominal walls, and the fact that the 
diaphragm is less arched than in the adult. The spleen 
kidneys and liver are easily felt. The child should now be 
made to put its arm around the mother’s neck, if it be 
frightened it clings all the closer, and renders the back 
tense, which can be auscultated either mediately or im- 
mediately and then percussed. The chest is not very 
resonant since the walls are flaccid and do not vibrate. A 
supposed big head is often a trouble to mothers, if the 
fontanelles are closed and the child be about two years of 
age, or they be just open and no cerebral symptoms be 
present, there is no need for anxiety. In practising 
percussion, care must be taken not to strike too smartly, 
the variations in resonance being more readily appre- 
ciated by a gentle stroke, it is almost unnecessary to 
say that mediate percussion must be employed, that is 
to say the blow must fall on the finger not on the chest 
wall. Valuable information may often be gained by 
listening to the chest of achild when it is crying, since 
the forced inspiratory and expiratory movements cause 
the air to enter and leave the lungs rapidly, and to expand 
them more fully so as to bring out various ronchi and 
other sounds which might otherwise not be produced if the 
breathing was tranquil. The child’s cry is in this case 
equivalent in its action to the taking of a “‘ deep breath” 
in an adult. The respiration is slightly puerile in a child. 
Lastly, the temperature, then the state of the tongue, the 
condition of the gums, of the tonsils, and of the number of 
the teeth, remain to be ascertained, it being generally bet- 
ter to examine these last as they are usually the most griev- 
ous part of the examination to the child. 


Children cut their teeth as follows :—At seven months, 
the two lower incisors, and complete the others at ten 
montbs. At one year old, the first molars appear; at one 
and a half year, the cannies; at two,the last molars; and 
at six and a half, the first permanent molars. There are 
no bicuspids in children. Healthy children grow at the 
following rate per annum. Slow growing, two inches; 
average, two and a half; fast, three. <A child that grows 
only two inches a year will be a short adult. Weight 
should increase regularly with height, and growth should 
be regular not by fits and starts. A child thirty-six inches 
high should weigh thirty-six pounds, at forty-eight inches 
should weigh sixty-eight pounds, at sixty inches ninety 
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pounds. The fontanelles should be closed at the end of the 
second year. Attention should be especially directed to the 
state of the nursery, the surroundings of the child, its food 
and clothing. Dr. West says, minute rules for your exa- 
mination of children from three years old and upwards are 
not needed, but patience the most untiring, and good tem- 
per the most unruffled, are indispensible. 


CHAPTER XIII. 
HINTS ON TAKING SURGICAL CASES. 


Record first the name, age, caste or race, occupation, re- 
sidence, date of admission, and name of disease or injury. 


Commence your case by describing the state of the gene- 
ral health of the patient, his aspect, temperament, habits, 
and in cases in which there is any marked diathesis, cachexia, 
or hereditary disposition to disease, note them. Describe 
the nature of the injury or disease, giving its assigned cause 
or method of production, give the order of succession of 
the symptoms. Note the former treatment and its results, 
and the date of any marked change in either symptoms or 
treatment. 


Note, when irregular, the condition of the different phy- 
siological systems as laid down in the hints on case taking at 
pages 60 to 65;-always examine the urine for the presence 
of albumen or tube casts in cases for operation, or in cases 
of chronic diseases of the urethra or bladder. 


Note whether the patient has suffered from previous dis- 
eases or injuries, if so, their dates and treatment. 


Record in full the treatment as to appliances, medicines, 
operative interference, and diet. In watching the progress 
of the case, carefully note any change in the old or the ap- 
pearance of any new symptoms, watch daily the tempera- 
ture, the rate of the pulse, and respirations, in cases at- 
tended with fever. Note the date of any change in the 
treatment, or diet, giving the reasons, carefully fill in the 
result as to present state,and probable future recovery, and 
the date of discharge from hospital. If the case is fatal, 
give the post-mortem appearances a8 reported in the hos- 
pital record. 


- The value of these ‘ cases’ depends upon their conciseness, 
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and accuracy. In the rough case book laid weekly before 
the clinical teacher, a note should be entered in chronic 
cases at least once a week recording the exact state of the 
patient, and any changes he may have gone through in the 
interval. 


The following hints will give the student some idea of 
what questions he shotld ask in different diseases and 
injuries. . 

Surgical fever.—Note always the time at which the fever 
sets in, and the course it runs, make morning and evening 
observations on the state of the pulse, respiration, and tem-~ 
perature. Find out from the previous history of the patient 
whether he was exposed to malarious influences, and if he 
has suffered from such fevers, to what extent, and when 
he had the last attack. (In patients who have been exposed 
to such influences we often see a marked periodic character 
in an attack of pyrexia from any cause.) When inflamma- 
tory secondary fever sets in after the first attack has passed 
away, it generally depends upon some inflammation being 
again set up, in or about the wound, or upon suppuration 
setting in. Note the amount of weakness, emaciation, the 
character of the discharge fromthe wound at first attack, 
and the state of the wound or injury from day to day. 


Septicemia or Septic fever.—Note the state of the wound 
and the character of the discharge from it, take the rate of 
the pulse, respiration, and the temperature morning and 
evening, note the changes in the constitutional symptoms 
daily as to the progress of emaciation, the state of the tongue 
and digestive tract, the skin, the urine should be daily exa- 
mined for the presence of albumen, watch for the formation 
of bed sores. Note the state of the nervous system especi- 
ally as to apathy, note the mode of death in fatal cases. 


Pyemia.— Watch carefully as in cases of Septicamia and 
Surgical fever, look out for intermittent occurrence of 
accessions of fever, and record the temperature, rate of 
pulse, and respirations, when the paroxysm is at its height 
in addition to the ordinary morning and evening observa- 
tions, watch for the formation of metastatic abscesses, and 
diffused metastatic inflammations especially of the joints, 
watch for rigors, note their duration and intensity, watch 
for signs of inflammation of the internal organs as the heart, 
lungs, liver, spleen, kidneys, observe the colour of the skin 
and its state, note the expression of the face, watch for gra- 
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dual emaciation, nervous depression, and for signs of throm- - 
bosis or embolism in any of the large vessels. Note the 
mode of death in fatal cases. 


Hectic or Suppurative Fever.—Note the cause, it may 
follow the formation of large abscesses, or appear in cases 
where there is prolonged suppuration, or where there is 
rapidly advancing ulceration, note the character of the 
fever, whether continued or remittent, (the temperature 
curves are often very steep, low in the morning snd high 
in the evening). Watch the progress of the emacistion, 
night sweats, diarrhoea, note the character of the stools, 
watch for visceral complications of the lungs, liver, spleen, 
kidneys, from time to time examine the urine especially for 
albumen and renal casts. Watch for signs of general dropsy, 
death generally takes place from exhaustion. 


It should be remembered that an attack of fever in Sur- 
gical cases is symptomatic unless it is simply due to a pa- 
roxysm of malarial fever. 


Inflammation and Suppuration.—Find out the cause 
whether tdiopathic, or traumatic, note the tissue affected, 
and the extent, whether it is circumscribed or diffused, the 
degree of redness, pain, heat, and swelling,—the amount, if 
any of constitutional disturbance as shown by the state of 
the digestive system, the rate of the pulse, respiration, and 
the degree of pyrexia. Watch daily for any signs of ex- 
tension or subsidence. When it is extending, or not sub- 
siding, examine locally for signs of deep seated cedema, 
or softening, particularly in the centre of the tumor, or for 
the sense of fluctuation, watch the range of the temperature 
for any sigus of change in the character of the pyrexia, note 
the occurrence of any sweating, shivering, or rigors. If 
suppuration occurs, note whether it is circumscribed or 
diffused, how the abscess was evacuated, the amount and 
character of the contents,—how it was drained, whether it 
is connected with disease of any of the deeper seated 
structures. Note the treatment and its results. 


Intestinal Obstruction.—Note the state of the patient on 
admission, the date of the last natural motion, examine for 
signs of peritonitis, or strangulated hernia, find out if the 
onset of the symptoms was sudden or otherwise, inquire as 
to their intensity, and rapidity, and as to the seat of pain, 
examine by inspection and palpation to see if there is any 
tumour. Inquire as to the state of the bowels whether there 
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were any dysenteric symptoms, and what was the character 
of the motions, if any, 1f there has been any hemorrhage, 
whether there has been vomiting and if so was it eterr eter 
ceous, note the treatment and its effects. 


Hernia.—Record its variety and character, its size and 
position, its period of existence, assigned cause and form, 
whether previously irreducible, and if a truss had been 


worn. 


When strangulated, give the symptoms, general and 
local, dating from the exact period of strangulation, record 
the first appearance of’ sickness, and the character of the 
vomit. 


Previous and present Treatment.—If by taxis, state 
whether forcible and how long applied, whether with or 
without chloroform, when by operation, if sac was opened 
or not, if opened, why ? note its contents and their appear- 
ances. On reduction, note the time always from the first 
symptoms of strangulation, record the success of the treat- 
ment— both immediate and final. 


Wounds.—Note the variety, whether incised, punctured, 
lacerated or contused position, extent and depth, how and 
with what produced, if poisoned nature of poison when on 
scalp, note if exposing bone. Complications, hamorrhage, 
presence of foreign bodies. Treatment amount of secondary 
inflammation and resalt, whether united by adhesion or 
granulation. In all cases sent by the Police, the original 
notes should be carefully kept. 


Gunshot wounds.—How produced, the nature and velocity 
of the projectile, the extent of the wound, the organs, bones or 
vessels implicated, the position size and appearance of the 
wounds of entrance and exit if present, what was the proba- 
ble position of the patient when he received the injury. The 
time of the receipt of the injury, the state of wound when 
seen, the character of discharge if any, the amount of pri- 
mary shock, and its duration, the amount of reaction, the pre- 
sent etate of the patient, the amount of primary haemorrhage 
and its treatment. How the examination of the wound was 
performed whether by finger, or by any particular probe. 
Ii any foreign bodies have been extracted as bullets either 
whole or in parts, fragments of shell, bone, portions of the 
clothes, &c., &c., always examine the holes in the clothes to 
see if any portions are missing. Note the amount of surgi- 
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cal fever, the progress of the case, its complications, treat- 
ment, and the result as to state on dismissal from hospital, 
and as to permanent injury. 


Burns and Scalds.—Note their cause, their position, the 
extent of surface implicated, the degree in different parts, 
the amount of primary shock and reaction, the present 
symptoms, the progress, complications, particularly affections 
of the lungs, or hemorrhage from the bowels, treatment, 
and result as to scars or permanent contr&ctions or disfigure- 
ments. 


% 

Tetanus.—Cause; if an injury describe it, when did it 
occur, what interval was there between the injury and the 
beginning of the tetanus. If there are spasms describe 
them. -Report the condition of the bowels, pulse, respiration, 
and temperature both morning and evening, and the amount 
of sleep the patient has had. In fatal cases note the im- 
mediate cause of death. 


Fractures.—Whether simple, compound, complicated, or 
greenstick, how and when produced, position and direc- 
tion of the line of fracture, amount of injury to vessels and 
soft parts ; in compound fractures, note the position and 
extent of the external wound, if produced by the primary 
force or by the broken bone, what vessels, nerves or joints 
are involved, record the constitutional symptoms. Note the 
amount of primary shortening if any. Note all the primary 
symptoms and their changes also the amount and duration 
of the shock. 


In fractures of the pelvis, or upper parts of the femur, 
always examine the state of the bladder. 


Note any change in the local or general treatment. Note 
the exact measurements on discharge and amount of defor- 
mity, if any. . 

Dislocations.—Form and position of joint, whether sim- 
ple or compound, how and when produced, measurements, 
previous treatment. 


General appearance and position of the limb, mobility, 
pain, amount of injury to soft parts, time after injury, 
treatment, whether by manipulation or extension, mode of 
application of extension, its direction, duration, and addi- 
tional means, whether under chloroform. Result, immedi- 
ate and final. 


Nélaton’s line, for judging the relgtions of the great tro- 
17 
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chanter in injuries of the hip is given as follows by Holden* 
‘Ifin the normal state, you examine the relations of the 
great trochanter to the other bony prominences of the pelvis, 
you will find that the top of the trochanter corresponds to a 
line drawn from the anterior superior spine of the ilium to 
the most prominent part of the tuberosity of the ischium. 
This line also runs through the centre of the acetabulum. 
The extent of the displacement in dislocation or fracture is 
marked by the prdjection of the trochanter behind and 
above this line.’ 


Holden recommends that the thumbs be placed firmly on 
the iliac, spines while the fingers grasp the trochanters on 
each side. Having the sound side as a standard of com- 
parison the hand will easily detect any displacement on the 
injured side. 

Bigelow points out the importance of remembering in 
dislocations of the hip, that the head of the femur falls 
nearly in the direction of the inner aspect of the inner con- 


dyle. 


Bryant’s test line.t—The patient lying on the uninjured 
side, draw a line from one anterior superior spine till it gets 
round to the opposite anterior superior spine, and a second 
from the anterior superior spine to the tip of the trochanter 
major (similar to the anterior half of Nélaton’s line). The 
* test line” is one at right angles to the first down to the tip 
of the trochanter major, these three lines form a triangle 
which should be measured on both hmbs. Any difference 
in the length of the ‘‘ test line” on the injured side as com- 
pared with the sound side, shows with precision the amount 
of change in the position of the neck of the thigh bone. In 
comparing the two sides of the body see that the pelvis is 
straight. 


When measuring the extremities for recording the short- 
ening in fractures or dislocations, or after the union of 
fractures, always note the points you have measured from, 
and also the length between the same points in the uninjured 
limb. 


In the upper extremity as a rule measure from the acro- 
mion process of the scapula to the jnternal condyle of the 
humerus, and from it to the styloid process of the radius. 


* Landmarks Medical and Surgical, 1881. 
+ The Practice of Surgery, 1876. 
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In the lower extremity measure from the anterior supe- 
rior spine of the ilium to the top of the patella, or to the 
internal condyle of the femur, or directly to’ the internal 
malleolus. 


Fractured Skull.—Note the position and kind of injury, 
the direction and amount of force, if attended by hemor- 
rhage, its amount, and whether from nose, mouth, ear, or 
external wound. Give evidence—if any—of brain mischief, 
or watch carefully for symptoms of such mischief if they 
are not present. 

In suspected Fractured Base.—Note if there is paralysis 
of the facial nerve, whether there is any flow of blood or 
serum from the ear with the time of its first appearance 
after the injury, its duration and amount, observe the con- 
dition of the sense of hearing, of vision, and atate of the 
pupils, presence or subsequent appearance of sub-coujunc- 
tival heemorrhage. Amount and duration of shock, reaction, 
relapses. If complicated with internal injury of the brain, 
as concussion, or compression. Carefully record symptoms 
in their order of succession, and whether they immediately 
followed the injury or not, the duration and amount of un- 
consciousness, insensibility, paralysis, its position, and kind, 
whether of motion, sensation, or both, condition of sphinc- 
ters, character and rate of the pulse, respiration, condition 
of skin as to moisture and temperature, always examine the 
urine for albumen. Note the treatment, and subsequent 
progress of the case. 


Concussion of the Brain.—Cause, amount and duration of 
shock, primary symptoms, general state as to conscious- 
ness, state of pulse, respiration and temperature, symptoms 
of brain injury, treatment, secondary symptoms, result. 


Concussion of the spinal cord and fractures of spine.— 
Note the cause, seat of injury, symptoms as regards para- 
lysis its extent and kind, other signs of nerve injury, state 
of bladder and rectum, presence or otherwise of local tend- 
erness along the spine, its seat, if any crepitus present, 
complications or other injuries, progress of case, appearance 
of bed sores, treatment, result especially as regards future 
usefulness. 


Diseased Bone.—Part affected, duration, cause, as ex- 
ternal] injury, syphilis, mercury, extent of bone implicated, 
superficial or deep, partial or general, previous treatment, 
especially as regards operations. Condition of dead bone or 
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sequestram, whether fixed or loose, number and position 
of openings, with the date of their first appearance. Note 
the treatment and its result. 


Diseases of Joints—Joint affected, date of first dis- 
covery, assigned cause. Note the early symptoms in the 
order of their appearance, and date of any fresh symptom 
or marked change, if pain or uneasiness preceded swelling 
or was coeval with it, if the former, how long before? 
Note the position of joint, if flexed, the angle of flexure, 
its size and shape. Rapidity of progress, previous treat- 
ment and its effects. Character of swelling uniform or 
bulging, on palpation, whether hard, soft, elastic or fluctu- 
ating, amount, of mobility, if attended with grating, in 
the knee joint note if the patella be free or not, if free, 
the sensation felt on moving it, condition of skin, if fistu- 
lous openings exist, their position, number, and the cha- 
racter of their discharge, whether deep or superficial, note 
the date of their first appearance, and if natural or artificial. 
Pain whether acute or gnawing, its position, if aggravated 
by motion or inter-articular pressure, if increased at night, 
whether sleep is disturbed by starting of the limb, whether 
there is sympathetic pain and its position, note the condi- 
tion of the muscles of the limb, and the constitutional 
symptoms. Treatment. 


Enlargement of the Testicles.—Note the condition of the 
tumour as to tenderness, elasticity, solidity,induration, trans- 
lucency, fluctuation, present shape and size, position of the 
testicle, presence of the testicular sensation, rate and pro- 
gress of growth, whether painful at any time, fix the exact 
seat of its commencement, note the cause as injury, or strain; 
syphilitic, tubercular, cancerous &c., condition of cord, 
condition of inguinal or abdominal glands, result of explora- 
tory tapping if performed, are both organs affected, com- 
plications, general state of health, treatment, progress, 
result. 


Hematuria.— Alleged cause, present constitutional state, 
if any strain or injury, pain or tenderness in lumbar, hypo- 
gastric regions, in perineum, urethra, or penis, pain in 
testicle or retraction of the testicle, if blood passed in clots 
or otherwise, if clots, are they passed out like casts of 
the urethra, when floated out do they spread into large 
masses with fimbriated margins, is the blood passed before, 
witb, or after the urine—state the result of the examination 
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of the genito-urinary tract, and of the microscopic exami- 
nation of the urine. 


Stricture—Whether spasmodic, organic, traumatic, in- 
flammatory or mixed, its duration and assigned cause, especi- 
ally as regards gonorrhea, use of injections, or accident, if 
previously treated by catheter, complications as acute cys- 
titis, abscess, fistula, with their position and date of appear- 
ance. Note the character of the pyrexia if the patient 
suffered from the so-called wrethral fever after the passage 
of an instrument. Always make a systematic examination 
of the urine, and if there be albumen from any cause exa- 
mine with the microscope for renal tube casts. 


Retention.—Mention period of retention, preceding symp- 
toms, and cause, as stricture, calculus, paralysis, abscess, 
prostatic disease, exposure to cold, drink; note the consti- 
tutional and local symptoms, previous and present treat- 
ment, if by puncture, note the date of removal of the 
canula and of the arrest of the flow of the urine through the 
wound. 


Eatravasation.—Cause, over-distension or accident, dura- 
tion of retention before urethra gave way, and period that 
elapsed before being seen. Describe the appearances and 
extent of parts infiltrated, constitutional symptoms and 
treatment. 


Venereal Disease-—Chancre whether hard or soft or a 
simple ulcer, position whether glandular, urethral, coronal 
or froenal, external, internal, or fringing preputial. Date 
of appearance after exposure, and its primary character. 
Present character—indurated, non-indurated, aphthous, 
raised, excavated, irritable, phagedznic, or sloughing. 
Condition of inguinal glands—indurated or inflamed. Pre- 
vious treatment, particularly as regards mercury. 


Constitutional Syphilis.—Note the date of the appearance, 
and the character of the primary sore, the first appearance 
of the Secondary symptoms and how they were ushered in, 
the course they ran, and any subsequent appearance of new 
lesions, the present state, particularly as regards the gene- 
ral health, the present appearance of the Secondary lesions, 
and any changes in the tissues the result of the disease. 
Note the treatment, both previous and present, progress 
and result. Remember this disease may be hereditary. 


Gonorrhea —The symptoms it set in with, date of con- 
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traction, former treatment, especially as regards injections 
presence of balanitis, phymosis or paraphymosis, complica- 
tions, and their duration, if there is epididymitis whether 
it followed suppressed discharges, use of injections, co- 
paiba, or violent exercise. 


_ Stone in Bladder.—When discovered, where acquired, 
date of earliest symptoms, if preceded by the passage of 
saud, amount of irritability of bladder, character of urine, 
constitutional and local symptoms. Treatment, whether 
by lithotrity or lithotomy, in former note how often per- 
formed, in latter note any peculiarity and the date of arrest 
of the flow of urine through the wound. | 


Tumours.—Date of appearance and size, present size, 
rapidity of growth, single or multiple, general and local 
symptoms, their order of appearance. General health, 
prior to discovery and since, implication of glands or the 
existence of secondary growths, hereditary tendency, assign- 
ed cause. In mammary tumours, number of children, date 
of birth of last, if ever suckled with affected breast, con- 
dition of the catamenia, if ceased, how long? Previous 
treatment and result. 

Note the position of the tumour, its size, shape, external 
aspect and condition of skin, pain and its character, con- 
dition of lymphatic glands, manipular indications,—mobi- 
lity ; when in breast, whether moved by traction of the 
nipple ? Feel—whether hard, soft, elastic, or fluctuating ; 
coustitutional symptoms. In recurrent growths, give the 
date of former operations, date when healed, and of its first 
re-appearance and position. 


Elephantoid tumours.—Note the place of abode, whether 
the disease is common in the neighbourhood where ac- 
quired, whether at commencement of growth or during its 
progress there has been ‘“‘ elephantoid fever,’’ record the size, 
position, and state of the new growth, are other parts of 
the body effected. 


Lymph Scrotum.—Note the piace of abode when the dis- 
ease was acquired, whether the patient ever suffered from 
chyluria, examine microscopically the blood and lymph for 
the filaria sanguinis hominis, (see chapter on the use of 
the microscope); give the size, appearance and shape of 
the new growth. 

Mycetoma or Madura foot.—Note the place of abode when 
the disease was acquired, exact mode of commencement, 
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progress and present amount of implication of the tissues, 
whether the glands are affected or not, note the colour of 
the particles discharged and their microscopic appearances, 
see chapter on the use of the microscope. 


Guinea Worm, Filaria Medinensis.—Note the place of 
abode when the disease was acquired, how it was acquired 
if known, the portion of the body in which it first appeared, 
the number, whether any were broken in attempts at extrac- 
tion, whether there was any subsequent inflammation and 
how it first showed itself, examine the fluid of the bulls for 
young filariz under the microscope. 


Ulcers.—Cause, position, shape, size, number, appearance, 
constitutional state, treatment. 


Onerations.— Describe the position, direction, and number 
of external incisions, the steps of the operation as per- 
formed, its duration, the number of vessels tied or twisted, 
and the amount of hemorrhage. In amputations, the part 
amputated, and the position and mode of amputation. In 
flap operations give the position of the flaps, whether 
anterior, posterior, or lateral, note whether performed by 
perforation or external incision aud how much muscle was 
left with the flapif any. Inthe combined flap and circular 
operation, note the position of the skin flaps, in all, note the 
result and the character of the stump. Note the mode of 
dressing, the amount and progress of reaction after opera- 
tion, and the effects of the anzsthetics, note the degree of 
surgical fever if any. Always make a systematic examina- 
tion of the urine in cases for operation. 


CHAPTER XIV. 


SIMPLE RULES FOR THE CLINICAL EXAMINATION OF CASES OF 
DISEASES OF THE RYE. 
BY SURGEON-MAJOB KE. F. DRAKE BROCKMAN, F.R.C.8. 

When recording a case of eye disease, the following points 
merit notice, regarding which existing facts should be noted, 
in addition to those furnished by the patient. It sometimes 
occurs that most of the latter have passed away at the time 
of the examination by the student, without leaving any 
evidences of their former existence. 


The outward bearing of the patient.—(a) Note whether he 
is intolerant of light or m other words suffers from photo- 
phobia as a symptom; (0) whether lacrymation is present 
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(c) whether the eyelids are kept closed and at thé same time 
shaded by the hand, or whether they are widely opened ; 
(d@) whether the head is maintained in an erect position, or 
is depressed with the chin resting on the sternum; (e) 
when standing or walkiug, note whether there are any evi- 
dences of impaired nervous function in any of the organs of 
locomotion ; (f/) judge by the external appearances of the 
patient whether pain is present or not. 


The eyelids, and external parts surroundiny the orbit. 
Note as regards the latter, (a) the presence or absence of 
cicatrices from wounds or from herpetic eruptions, or from 
small-pox, and (b) any evidence of former treatment as blis- 
ter-marks, leech bites, or seton marks, 


As regards the former, (a) the presence of swelling 
whether general to both eyes and both eyelids, or whether 
limited to one eye or one eyelid; (b) the condition of the 
tarsal margins, and the presence of scabs or of concretions at 
the roots of the cilia; (c) as to the direction of the edges and 
whether deprived of the cilia or otherwise ; (d) the presence 
of any tumor in the structure of the lids; (ec) whether the 
puncta lacrymalia retain their normal position or not; (f) 
the state of the canthi and the caruncle; (g) the presence of a 
tumor occupying the position of the lacrymal sac; (h) 
whether any discharge exudes from between the margins of 
the eyelids, and its nature. 


N. B.—The investigation up to this point can be conducted 
during a conversation with the patient or his friend, without 
a manual examination of the parts. 


Note (a) its condition of congestion or otherwise, and 
whether associated with ciliary congestion ; (6) the secre- 
tion, if any, on its surface and its character; (c) the dryness 
of the membrane; (d) the presence of any growth, such as 
pterygium or polypus or wart; (e) the presence of pustules. 


N. B.—At this point close the eyelids and ascertain the 
tension of the eyeball by palpation, and note whether there is a 
-++ or — degree present, or whether it is normal. Neat evert 
the eyelids for the examination of the palpebral conjunctiva, 
and the retrotarsal folds. Note the following fact in regard 
to these parts :— 


(a) The condition of the surface of the membrane as to 
the existence of papillary granulations or trachoma ; (6) as 
to cicatricial tissue ; (c) the lodgment of any foreign body 
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in the retrotarsal folds; (d) the signs of meibomian cystic 
tumors, or calcareous deposits in the meibomian ducts. 


The cornea—~(a) carefully note its transparency and the 
smoothness or roughness of its surface; (b) the presence of 
vascularity—pannus—or of ulcers; (ce) the lodgment of any 
foreign body, as dust, iron or glass, on its surface or im- 
pacted in its structure ; (d) the presence of phlyctenules or 
their sequel~ as opacities from cicatrisation ; (e) the pre- 
sence of staphylomata whether partial or complete; (/) 
wounds or injuries accidentally or purposely inflicted. 


N. B.—For the more complete examination of this and the 
deeper structures, the oblique method of examination ts use- 
Sul and almost indispensable. 


FIG. 4. 


. ~ 
ae 
at.” . dll 
SM ee 





The oblique or focal ilamination-—[Scorrerc Waxes. | 

The Iris.—(a) record the state of contraction or dilatation 
of the pupil, and whether such state is of a temporary or 
permanent character; (b) the mobility of the pupil under 
the influence of light; (c) the depth or shallowness of the 
anterior chamber; (d) the presence of anterior or posterior 
synechiz ; (e) the appearances of the stroma of the iris, as 
to the distinctness of the muscular fibrillw, the condition of 
the blood vessels together with the presence or absence of 
the congested ciliary vessels around the corneal circumfer- 
ence; (f) the existence of plastic or syphilitic deposits on 
the anterior surface or in its structure, or of the formation 
of cystic or other tumors; (g) as to any congenital absence 
in part—as coloboma—or its rupture either in its continuity 
or at its ciliary margin—iridodialysis. 

The lens and its capsule.—(a) as to their transparency or » 
otherwise; (b) the character and situation of the opacity as 
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to whether central or peripheral ; whether at the poles or at 
the equatorial region ; (c) as to the opacities being in the 
form of specks or lines; (d) whether limited to the lens or 
involving the capsule; (6) the history of the patient for the 
determination of the congénital or senile forms, or to deter- 
mine its idiopathic or traumatic origin; (f) position of the 
lens whether dislocated partially or completely in any direc- 
tion; (g) the existence of any wound to the capsule or the 
lens structure. 


N. B.—Ewamination by the oblique illumination and by 
the ophthalmoscope with the previous instillation of atropia 
facilitates the investigation into the case. 


Post-ocular diseases.—These include diseases of the vit- 
reous, retina, optic nerve, choroid and sclerotic coats, and 
the posterior part of the eyeball. Besides the general sub- 
jective symptoms furnished by the patient, some of which 
are common to each and all of these structures, the objec- 
tive signs must be made out by the aid of the ophthalmos- 
cope, in order to define and limit the diseased action to one 
or more of the deeper structures. 


In all these diseases the visual power is more or less 
impaired. Note therefore (a) by a rough method the de- 
gree of vision at distance for any large object held before 
the patient; and (b) in a more exact manner by means of 
test types-Snellen’s or Jagers; (c) the extent of vision may 
be estimated by the use of a perimeter; (d) the abnormal 
refraction—myopia, hypermetropia, astigmatism or pres- 
byopia——by special test objects. 

Tuer OpntHatmMoscors.—The form of instrument in moat 
frequent use consists of a small concave mirror having a 
small orifice perforated at its centre, and set on a handle. 
Together with the mirror is a biconvex lens of about 2} 
inches focal power. In other forms of the instrument, 3 or 
4 auxiliary concave and convex lenses are supplied for 
fixation in a metal clip behind the mirror. These are use- 
fulin determining any abnormal refraction in the examined 
eye, or to correct any form of ametropia in the eye of the 
observer. , 

Method of using the instrument.—The instrument may be 
used in two ways, viz., by employing the mirror alone, and 
by using in addition the 2} convex objective lens. The 
former method is called the direct method, and the latter the 
indirect method of examination. 
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Direct method.—The putient being seited oppoditée to 
the observer whose head must be on a higher level, and a 
lamp having been placed of a& table to the left of thé 
patient on a level with his left eye and somewhat behind hid 
head, the rays of light from the lamp are received oy the 
ophthalmoscopic mirror which is held in the right hand, and 
are reflected into the eye under observation. ‘The observer 
at this time, on looking through the ceutral orifice in thé 
mirror, will notice an orange-red reflection from the fundus 
of the patient’s eye if an European, and a darker reflection 
if a native. In the examination of the left eye, the patient 
should look at the left ear of the observer, and in examina- 
tion of the right eye, at the right ear of the observer. The 
eye when so directed, will expose to ilhrmination the optic 
dise,: 

As soon as the red glow is visible, the observer advanées 
his eye gradually towards the patient’s eye unfil he ap- 
proaches it to about 2 or 3 inches. If the refraction of the 
eyes of both patient and observer is normal—emmetropic— 
an upright image of the fundus, maguéfied by the crystalline 
lens of the patient’s eye, will be clearly seen, and the optic 
papilla with the arteries and the veins proceeding from and 
to if as a centre, can be distinctly seen, the arterial vessels 
being smaller in calibre, lighter in color, and bounded by a 
double contour; the veins being wider, darker in color, 
and devoid of the double marking. Any movement of the 
head of the observer to the right or left causes an apparent 
movement of the illuminated fundus in the same directions. 


If the eye’ of eithet the pabient or observer be ametropi¢ 
in the direction of hypermetropia, the’ erect image of the 
fundus will be visible at any distance beyond 2 or 3 inches, 
according to the degree of the error of refraction pregent. 
Movemeut of the observer’s head to the right or left, in 
this case will also produce apparent movements of the il- 
Juminated fandus in similar directions. 


Again, if the eye of either observer or patient is ametro- 
pic in the’ direction of myopia, an inverted image of the 
fundus will be obtained at any distance beyond 3 inches 
from the eye under examination, according to the degree of 
the existent myopic refraction. In this case, the move- 
ments of the observer’s head in one direction causes an 
apparent movement of the fundus of the patient’s eye in 


the opposite direction. 
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In astigmatism, whether myopic or hypermetropio, sim- 
ple or compound, the same rules obtain as regards the dis- 
tance at which the details of the patient’s fundus become 
visible, 


If the observer suffers from ametropia in any of its forms, 
the necessary correction must be made by means of appro- 
priate convex or concave lenses fixed behind the mirror of 
the ophthalmoscope. The direct method is most useful when 
a limited and enlarged view of a portion of the fundus is 
required tobe made. This is the more difficult method of 
examination for beginners in the use of the instrument, 


Indirect method.—The rules as laid down for the exami- 
nation by the direct method hold good here. In addition, 
however, the 2} bi-convex lens which is in the opthalmos- 
cope case must be employed in the indirect method. While 
a steady light is thrown into the fundus from the mirror, 
the bi-convex lens is taken between the forefinger and 
thumb of the left hand of the observer, and resting the 
little finger on the brow of the patient over the eye under- 
going examination, the rays of light reflected from the fun- 
dus of the patient’s eye are condensed and an inverted 
image—aserial— becomes visible. This image is situated be- 
tween the ophthalmoscopic mirror and the bi-convex lens. 


The ametropic condition of the patient’s or observer’s 
eye does not affect, in any material degree, the picture 
so obtained. 


This method of examination is useful in those cases in 
which it is necessary to obtain a view of a larger surface 
of the fundus than can be got by means of the direct 
method. 


The difficulties—if they can be so called—in prosecuting 
this method of examination consist in the harmonious action 
of both hands in the manipulation of the mirror and the 
bi-convex lens, simultaneously. As the image is an invert- 
ed serial one, every movement of the hand holding the bi- 
convex lens will cause an apparent movement of the fundas 
in an opposite direction. 
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‘CHAPTER XV. 
ON THE EXAMINATION OF THE EAR. 


Having ascertained the history of the case, and observed 
the state of the general health of the patient, teat the amount 
of hearing and make a note of it. This is best done by 
means of the observer’s voice, in ‘‘a whisper,’’ ‘ conver- 
sation voice,” or ‘‘ loud voice’ if necessary. If the patient 
can hear a whisper at a distance of ten feet with the oppo- 
site ear closed, the hearing may be put down as normal ; 
note the character of the voice and the distance it can be 
heard. If there is deafness in one ear, you can test it with 
the “tuning fork’? which, if made to vibrate, placed on the 
vertex, or incisor teeth, will be heard in the ear closed with 
the finger if there is any sense of hearing left in it. 


First examine the auricles and the state of the skin sur- 
rounding them, and over the mastoid process. 

Examination of the external meatus.—The auditory canal 
is in the adult about an inch and a half long; its course is 
inwards and slightly forwards, it presents a slight curve 
with the convexity upwards, and is narrowest about its 
middle, it may be said to have three divisions, which 
differ in structure and appearance. In the outermost part 
of the tube, the passage is formed almost entirely of fibro- 
cartilage, and lined by the same dermal structure that 
invests the auricle. The skin is studded over with fine 
white hairs pomting inwards, and also with numerous su- 
baceous glands. It is here more loosely connected to the 
cartilage than at any other part of the tube, and this 
accounts for the fact that small abscesses occur in this part 
of the canal more frequently than any other. The middle 
portion of the meatus is the seat of the ceruminous glands 
that secrete the ear wax; this is about three-eighths of an 
inch long, and is the narrowest portion of the tube. Its 
walls have less cartilage, and more dense fibrous mem- 
brane in their composition, and its dermal lining is finer. 
When in a healthy state, itis generally lined with wax, 
which forms a thin coating on this part of the meatus. ‘The 
third and last portion of the passage is slightly dilated, and 
its walls consist of bone covered with a thin dermoid layer. 
This part of the meatus, like the membrane tympani, can 
.only be seen satisfactorily by means of a speculum, the best 
of which is a ailver tube of conical form, (Wilde’s) with its 
small end. of a round shape, or. Brunton’s speculum may be 
used. The best means of making the examination is either 
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to utilize the rays of the suri reflected from a looking-glass, 
placed outside the room i» the sun, or the light from a win- 
dow reflected by a hand-mirror, or by the mirror of a 
laryngoscope placed on the forehead. With Brunton’s spe- 
culum the reflected rays from a looking glass or the direct 
rays of the sun may be used. 


With the ordinary speculum the observer should take 
the auricle with one hand, and draw it gently outwards atid 
backwards, whilst with the other he inserts the speculum 
as far as it wil] go without pain. Then by gently moving 
the large end of the speculam from side’ tu’ side, a stream 
of light may be made to play on the innertiost portion of 
the meatus, and on the membrana tympani. When the 
innermost portion of the meatus is thus examined, its lming 
exhibits, if healthy, a dry pearly white shining appearance ; 
in various conditions of disease it is more or less red and 
vascular, or villous and granular. and may secrete pus, or 
throw of thickened epidermis. The membrana tympani is 
also seen closing the passage obliquely. It is ot a bright 
semi-transparent appearance, and slightly concave exter- 
nally. It is divided into two parts by the handle of the 
malleus, which in its perfectly healthy state 1s very dis- 
tinctly seen, slanting downwards and backwards to a hittle 
below the centre. A httle behind and below this bone,.the 
membrane presents a brighter spot, of triangular form, due 
to the reflection of the light. In morbid conditions, affect- 
‘ing the polish or curvature of the membrane, this spot pre- 
sents various changes. 


The observer should note the size and calibre of the 
canal, the presence or absence of foreign bodies, or of 
cerumen,and the condition of the lining membranes. In 
examining the membrana tympani the points to be noted are 
its colour, transparence, lustre, light cone, inclination, cur- 
vature, entirety, tension, whether adhesions are present or 
not, and the position of the malleus, especially of its short 
process. If it 1s petforated, or you suspect it 1s, ask the. 
patient to drive a current of air by’ a forcible expiration 
through the Eustachian tubes, the nostrils and lips being 
held firmly closed.— Valsalva’s method. 


Politzer’s method of examining the middle ear consists in 
passing the soft. nozzle of a caoutchouc, bag filled with air 
into one or other nostril of the patient, and while he swal- 
lows. a monthfal of water, or blows forcibly from the mouth, 
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compressing the nostrils with the fingers of the left. hand so. 
aa to prevent the exit of air through them. At the same 
time the right hand forcibly expels air from the bag in. 
such a.way that finding no passage open except the Husta- 
chian tube it rushes up there, passes into the tympanic 
cavity and pushes out the membrana tympani. it 16 
this sudden rush of air against the external wall of the 
cavity, which the observer listens for by means of a éube of 
India rubber, passing from the ear of the patient to that of 
the Surgeon. Should the membrana tympani be perforated, 
a hissing or blowing sound will be heard. 


The use of the other more complicated instruments for 
the diagnosis of disease of the middle and internal ear 
require demonstration for the student to understand, and 
much practice to enable him to use them. 


Eustachian catheter.—Dr. Purves* gives the following di- 
rections for passing this instrument. It should have a curve 
with an obtuse angle of from 110° to 120°. The patient 
ought to be placed with the external opening of his nares 
horizontal, and opposite to the right shoulder of the operator, 
who, titling the point of the nose upwards by the fingers 
of the left hand, discloses the cavities of the nares more 
fully, upon the floor of one of which (the right being prefer- 
able) he places the beak of the instrument. Keeping the 
beak on the floor, he passes it through the cavity and onwards 
across the pharyngeal space, till it comes against the pos- 
terior pharyngeal wall, which in its normal condition, gives 
him much the same feeling of resistance as he receives on 

ressing the catheter against the tense open palm of the 
baud: Drawing the catheter towards him, and at the same 
time elevating the end which he holds in his hand, he brings 
the concave curvature of the opposite end against the poste- 
rior edge of the nasal floor, and then turning the beak out- 
wards and upwards, keeping it at the same time against 
the external lateral wall of the pharynx, he will feel it make 
a slight dip into the pharyngeal opening of the Eustachian 
tube. He knows that the nozzle has passed well into the 
mouth of the tube, by the position of the catheter not being 
disturbed when the patient speaks or swallows, by the fact 
that the nozzle will not pass further upwards, and especially 
‘by the fact that on blowing air into the catheter, either by 
mouth, or by an India rubber bag, you recognize its passage 








* Bryant’s Practice of Surgery, 1876. 
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into the tympanic cavity of the patient by having placed a 
tube of communication from your meatus to the patient’s as 
in Politzer’s method. Great gentleness and patience are re- 
quired in passing it. It is often of use in the diagnosis of 
deafness from obstruction of the Eustachian canal, or in 
perforation of the membrana tympani. 


CHAPTER XVI. 
ON THE EXAMINATION OF THE THROAT. 


To examine the throat well the nose should be held so as 
to compel breathing through the mouth. The forefinger 
can be passed into the throat, beyond the epiglottis as low 
28 the bottom of the cricoid cartilage, and thus search the 
pharynx down to the top of the csophagus, and the hyoid 
space (on each side) where foreign bodies are so apt to 
lodge* 

The use of the laryngoscope is not at all so difficult to 
acquire as students generally imagine. The instrument 
generally supplied in this country consists of two parts, 
three small mirrors, (the medium sized one being the best, 
for ordinary use) which are fitted to a long slender shank 
for the purpose of enabling them to be introduced into 
the back of the throat, and a larger mirror to be fixed 
to the head of the observer for the purpose of reflect- 
ing light upon the mirror in the throat. The best light 
to use is that of the sun the rays of which can be 
easily reflected into a room or verandah by means of an 
ordinary looking-glass. It is sometimes necessary to use 
artificial light, when a lamp with a good steady bright 
flame should be chosen. This should be placed bebind 
the patient’s head a little to one side. The first thing 
for the observer to do is to manage to reflect the light 
from the mirror on his head (I find it best to fix it on 
the centre of my forehead so as to use both eyes) into 
the open mouth of the patient, having done this, the 
patient should then be directed to protrude his tongue, 
which the observer should catch gently but firmly between 
the finger and thumb of his left hand guarded by a towel 
or soft cloth to prevent the tongue slipping. The observer 
should then take the small laryngeal mirror and warm its 
reflecting surface either in warm water or over the chimney 


* Holden’s Landmarks Medical and Surgicai, #51. 
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of the lamp (to prevent the moisture of the expired air 
being condensed on it). Before introducing it the observer 
should touch it to his own cheek in order to see that it is 
not too hot. The mirror should be held like a pen in the 
right hand and steadily introduced to the back of the 
throat, its face being directed downwards, and kept as far 
as possible from the tongue. The posterior surface of the 
mirror should rest on the uvula, which should be gently 
pushed rather upwards and backwards towards the posterior 
nares. When the mirror has been thus introduced without 
irritating the fauces, the observer should raise his hand 
slightly and direct it outwards towards the corner of the 
mouth. This rotatory movement alters the inclination of 
the mirror turning its face more towards the perpendicular, 
and thus bringing the larynx into view, while at the same 
time it moves the hand from the line of vision. The exact 
angle which the mirror should bear to the laryngeal aper- 
ture must depend upon the degree of flexion backwards of 
the patient’s head, the particular angle which the plane of 
the laryngeal aperture bears to the horizon in the case un- 
dergoing inspection, and on the position of the observer, 
but a little practice soon enables one to find it out. Consid- 
erable faucial irritability may exist and other conditions un- 
controllable by the observer, but in most cases examinations 
are possible and when not so it is generally the fault of the 
observer, either he has allowed a timid patient te become 
frightened or he has tickled the fauces too much with the 
mirror. When the larynx can be seen the action of the. 
vocal cords may be observed by asking the patient to 
inspire deeply, or to produce some vocal sound such as 
“Ah” “Eh”? ‘*Oh.” The beginner must remember that 
in examining the larynx the objects are reversed in the 
mirror, not as regards right and left, but with reference to 
the antero-posterior direction, the part which in reality is 
the nearer to be observed, the anterior commissure of the 
vocal cords, becomes the further in the image, and the pos- 
terior or inter-arytenoid commissure, which in reality is the 
further, becomes the nearer in the image. 

The general appearance aud relation of the parts in the 
throat and larynx are best learned in the anatomical theatre, 
and by the examination of some living subject whom it 
does not distress. The living parts present the following 
colours in health. The lingual surface of the epigjottis 
appears of a yellowish or pinkish drap colour. Its upper 
border is decidedly yellow. Ita laryngeal surface especial- 

19 
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ly the cushion, varies from a pinkish yellow to a deep pink, 
sometimes it appears quite red—so bright indeed, as to 
suggest the idea of the existence of an inflammatory con- 
dition. The arytzno-epiglottidean folds are pale pink, 
they have been described as about the same colour as the 
gums. The mucous membrane covering the arytznoid 
cartilages is also pink, but of a somewhat deeper tint. 
The false vocal cords are perhaps a‘slightly deeper pink 
still. The true vocal cords are distinguished by their 
glistening pearly whiteness, but sometimes they are slight- 
ly greyish. The cricoid cartilage is recognized by its well 
marked yellowness. ‘l'he tracheal cartilages appear of a 
yellowish drap colour and between them the mucous 
membrane is pale pink—(Durham). 


fthinoscopy.—The smallest laryngeal mirror is introduced 
into the back of the throat, between the anterior pillar of 
the fauces and the uvula, on one side first, then withdrawn 
and placed in the same position on the other side. It 
should be held so that the plane of its reflecting surface 
forms with the horizon an angle of 130 degrees. In this 
way with the light reflected from the larger mirror on his 
forehead, the observer will be able to inspect the whole 
of the posterior nares, and by first slanting the mirror a 
little towards one side, and then towards the other, the ori- 
fices of the Eustachian tubes will become visible. The 
anterior nares may be very fully examined by means of an 
ordinary bi-valve nasal speculum. 


The Surgeon’s finger should be familiar with the feel of 
the posterior nares, and of all that is within reach behind 
the soft palate. 


CHAPTER XVII. 
ON THE EXAMINATION OF THE REOTUM. 


Bryant* says that the best position is on the side, with the 
legs well drawn up and the thighs flexed upon the abdomen, 
the hips being brought to the edge of the bed or couch in a 
good light; with one hand the observer having uncovered 
the parts sufficiently to expose them, may then raise the 
upper buttock, and in doing this the anus comes well into 
view, in operations this may be done by an assistant. 
When an abscess exists, it will then be seen, if a fistula be 


* Practice of Surgery, 1876. 
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present, its external orifice will be apparent. : Fissures, 
warts, condylomata, or fleshy flattened cutaneous vege- 
tations, or cancerous tubercles will also be at once recog- 
nized. 


Pendulous loose folds of skin about the anus will suggest 
the former existence of external hemorrhoids, blue turgid 
venous projections, their present existence. A tightly con- 
tracted and rigidly drawn up anus, as a rule, means some 
painful ulcer of the part, and a patulous anus through 
which flatus or discharge passes without the patient’s wish, 
too often means extensive rectal ulceration or stricture. 


Internal piles when prolapsed will appear as turgid, 
vascular, mucous projections, surrounded by everted inte- 
gument more or less csdematous, aud covered with mucus 
or blood, prolapsus recti as a greater or less annular projec- 
tion of smooth or rugous mucous membrane with a central 
intestinal orifice. A polypus projecting will appear like a 
cherry, surrounded by healthy structures, All these points 
are taken in at a glance and interpreted. A digital exami- 
nation is then to be employed to confirm or refute the 
suggestions thus taken in by theeye. To do this well, the 
index finger and if necessary the second finger, should be 
thoroughly oiled, it being a good plan to previously fill the 
nails with a little soap; the index finger thould,then be 
applied to the anus, and the patient told to bear down, in 
doing this the sphincter is relaxed. The observer may 
then with ease, and without causing pain, introduce his 
finger. When an uicer exists at the anus, pain will be 
caused by, and there will be spasmodic resistance to, the 
introduction of the finger, with the pulp of the finger 
slowly moved round the anus the ulcer will probably be felt, 
it should be stated, however, that in many cases such ulcers 
will be seen by the careful drawing down of the skin of 
the anus till the margin of the mucous membrane becomes 
visible. A spongy nodular feel of the mucous membrane 
just within the sphincter will suggest internal hemorr- 
hoids, a local, tender, and raw surtace will be probably a 
syphilitic sore, while a cancerous ulcer is known by an infil- 
trated, nodular, and thickened surface. A stricture within 
two inches of the sphincter can always be detected by its 
anular form or the obstruction which it causes. Whena 
healthy piece of bowel separates the anus from the stric- 
ture or ulceration, the probability of the disease being 
cancerous is rendered great. Where no such healthy tissue 
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exists, syphilitic disease is rendered probable. <A digital 
examination will always detect the presence of scybale 
or impacted feces, and also the encroachment of uterine or 
pelvic tumours in women, and prostatic tumours in men. 
The introduction of the second as well as the index finger 
sometimes permits of a greater rainge of exploration. The 
whole hand has been introduced into the rectum for the pur- 
pose of exploring it and examining the contents of the pelvis 
generally. This should be done with the patient under chloro- 
form and can only be done safely by a Surgeon who has 
not too large a hand. Eight inches round in measurement 
is said to be the largest hand that can be safely introduced. 
When this mode of examination is possible, much informa- 
tion can be acquired, if the relative anatomical position of 
the different parts contained in the pelvis is kept in mind.* 


To confirm the opinions thus formed a speculum may 
be used, this should be well warmed and greased, and in- 
troduced in the same manner asthe finger. Mr. Alingham 
advises the prone position, with the hips well elevated upon 
hard pillows, to such an inclination that the intestines will 
gravitate towards the diaphragm, so that when expiration 
takes place, the rectum becomes patulous, and you can see 
as far as the sigmoid flexure perfectly and distinctly. 


CHAPTER XVIII. 


ON SOUNDING THE BLADDER. 


The physical diagnosis of stone in the bladder can only 
be settled by the sense of touch and hearing. 


The instruments used for ‘ sounding’ the bladder are called 
‘sounds’ they are in shape somewhat similar to catheters 
both in size and form, but are made of solid steel well pol- 
ished on this exteriors, their length and size varying accord- 
ing to the age of the patient undergoing examination. The 
handles of these instruments are expanded and flattened, 
in order to give a larger surface for the fingers and thumb of 
the operator to receive tactile vibrations. The curve of the 
sound is generally that of an ordinary catheter, some prefer 
it shorter curving at an angle of 45°, and others almost 
straight, except at its lower extremity where it is bent or 
curved, and made somewhat bulbous. The reason why 
catheters are not ordinarily used is, that they are bad con- 


*.See Holden’s Land marks, Medical and Surgical, 1881. 
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ductors of sound, and the presence of the atilette in the 
instrument may give rise to a rattling noise, which would be 
a source of fallacy. A sound with a large curve may glide 
over a calculus when it is lodged in a depression behind the 
prostate, or above and behind the pubis, hence in such 
cases, one with a short beak and at right angles should be 
employed. 

These sounds are generally supplied in the lithotomy cases, 
if no sound is available, a large silver catheter may be used 
for the purpose. Mr. Bryant* recommends that a hollow 
sound or catheter without a stilette should be used as he 
points out that sometimes as the bladder is being emptied 
the stone falls forwards on the catheter showing its pre- 
sence. 

The late Mr. F. L’Estrange of Dublin invented a smal] 
sounding board to be fastened to the top of the sound for 
the purpose of intensifying the noise produced by the sound 
when it strikes the stone, I have seen this of much use in an 
obscure case. 

‘The normal calibre of the urethra may be estimated by 
a rule based upon the proportionate relation which the 
urethra has been found to bear to the size of the organ in 
which it is situated. Thus, if the flaccid penis measures 75 
mm., or 3 inches English, in circumference, the urethra will 
be found to have a normal capacity of 30 mm, in circum- 
ference. If the penis measure 81 mm., or 3} inches Eng- 
lish, the urethra will have a capacity of 32 mw., and so on ; 
64 mm., or } of an inch, increase in the circumference of the 
penis, at about the middle of the pendulous portion, will 
indicate an increase in size of the urethra of 2 mm., the 
range of the normal urethra, as demonstrated by measure- 
ments in several thousands of cases being from 28 to 45 
mm. in circumterence.’—Professor Otis, Transactions Inter- 
national Medical Congress, 1881, page 320, vol. 11.+ 

Poland{ recommends that the position of the patient in 
sounding should be the recumbent one, if necessary a pillow 
being placed under the pelvis, in obscure cases it is neces- 
sary to vary this, and even to explore in the standing posture. 
The rectum should have been previously washed out by an 
enema, the bladder should be moderately distended with 
urine from three to six Ounces being enough. If the blad- 
der is empty, a little warm water should be injected. 





| * Practice of Surgery. 
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The sound should be introduced carefully and slowly, 
and allowed to glide along the canal by its own weight, 
no force whatever is required, and in general no pain need be 
given. Should there be an organic stricture of the urethra 
it should be dilated beforehand. Having passed into the 
bladder, the point of the instrument is to be made to move 
gently from before backwards, then from side to side, and 
afterwards rotated slightly on either side, assisted at the 
same time by a partial withdrawal and reintroduction of 
the point of the instrument. The Surgeon should always 
hear as well as feel the stone. The operation may be 
facilitated in obscure cases by the introduction of the finger 
into the rectum, or by making pressure by the hand above 
the pubes, both if necessary being done together. The in- 
troduction of the hand into the rectum as mentioned in the 
chapter on the examination of that organ may be of use in 
obscure cases. In consequence of there being generally 
some fulness about the rectum, the stone is found sometimes 
lodged on the right side, large calculi are generally near the 
neck of the bladder, small and medium sized, caleuli he at 
the base to the right or left side. An encysted stone isa 
rarity. A stone may be felt at one time and not at another. 
When an enlarged prostate exists and the stone is not felt, 
the bulbous portion of the sound should be turned right 
round in order to explore behind the enlarged gland. The 
size, number, situation and density of the stone or stones 
should be if possible ascertained. The size may be judged 
by moving the end of the sound over the surface of the 
stone but can only be accurately done by means of a pro- 
perly graduated lithotrite. If there are many stones— 
which is rare—it is impossible to say more than that they 
exist. The density may toa certain extent be judged by 
the sound, small and very moveable calculi give but a feeble 
sound, smooth and dense calculi, as lithic acid and oxalate 
of lime, give a clear, ringing, sonorous character, the light 
friable, and irregular ones, as the phosphates emit a dull 
and scarcely appreciable sound. The smooth surface of a 
lithic acid stone, and the rough irregular exterior of the 
oxalate of lime, may in some instances be detected by the 
instrument. 


The situation of a stone may be likewise made out, as to 
its being loose or free, or fixed and encysted, whether it be 
on the right or the left side, at the base or in the walls, or 
in the upper part of the bladder. A rectal examination 
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will help in settling the number of the stones and their posi- 
tion when it is possible to carry it out. 


The value of chloroform in facilitating the operation of 
sounding, especially in children, very nervous persons and 
when there is much pain or spasm of the urethra or neck 
of the bladder is so great that it should always be used in 
such cases. 


The difficulties and sources of fallacy in sounding are 
many. A stone may be detected one time and not at 
another, owing either, to its smallness, or, to its being tem- 
porarily caught up in the folds of the bladder, in fact small 
stones easily escape detection and readily recede before the 
sound when the bladder is moderately full of urine, hence 
in such instances the change from the recumbent to the 
erect posture may allow the stone to fall on the sound; 
or again, if the sound is a hollow one, the evacuation of 
the urine may cause the stone to be felt. A large and de- 
formed bladder increases the difficulty, so does a sacculated 
or encysted bladder,—an irregular hour glass contraction of 
the bladder,—calcareous matter adhering to the walls of the 
bladder,—an enlargement and roughing of the prostate 
gland—calculi in the prostate and urethra, and tumours at 
the neck of the bladder. The calculus may be coated with 
blood or mucus. Some of these difficulties may be over- 
come by varying the position of the patient, by the use of 
sounds of different sizes and curves, and by moderately 
distending the bladder when necessary with two or three 
ounces of tepid water. A calculus may generally be known 
to be encysted, if the sound strike it at times, but not at 
others, if the stone always appears to be fixed in one situa- 
tion, and if the beak of the instrument cannot be made to 
pass round it, so as to isolateit, but a kind of tumour pro- 
jecting from the walls of the bladder is felt, around or on 
one side of the point where the calculus is struck. Sound- 
ing may produce cystitis and peritonitis, hence caution and 
gentleness are necessary in its use especially where there is 
any organic disease of the kidneys. 


In women the diagnosis of vesical calculus is more easily 
made than in man. The sound used should be shorter and 
less curved. Vaginal examination by means of the finger 
gives great help. In female children the finger should be 
passed into the rectum which does quite as well. 


_In the Lancet of the 6th May 1882, page 724, Sir H. 
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Thompson recommends in certain cases the digital explora- 
tion of the bladder through a small vertical median incision 
in the perinssum by means of which the empty bladder can 
be fully explored with safety to the patient. 


CHAPTER XIX. 


ON THE EXAMINATION OF THE EXCRETA. 


The Urine. 


The following notes principally from Doctor Wickham 
Legg’s Guide to the examination of the urine will be found 
useful. 


Urine varies in colour from pale yellow to clear amber 
yellow, or reddish-yellow, but it may be as colourless as 
water, or dark brown like porter, a smoky tint is diagnostic 
of the presence of blood, a brownish green suggest the pre- 
sence of the colouring matter of the bile. Many drugs, as 
rhubarb, logwood, saffron, aud santonine, give a peculiar 
red colour to the urine, carbolic acid a black colour, and 
tannin given by the mouth renders it colourless. 


A pale urine is seen in health as the urina potus, and in 
disease in anzemia, diabetes, nervous disorders as hysteria, 
and convalescence after fever or acute diseases. A pale 
urine contains little colouring matter, and but a small pro- 
portion of solid constituents, always excepting, however, the 
urine of diabetes mellitus. A pale urine is a sign that the 
patient is not suffering from any high degree of pyrexia. 
A high coloured urine occurs in health, after food as the 
urina cibi, and after strong exercise; and in disease, in 
fevers, and most acute diseases, in which considerable 
metamorphosis of the tissues takes place. It contains much 
colouring matter and urea in proportion to the water. A 
dirty bluish urine is sometimes seen in cholera and typhoid 
fever. 


Translucency.—In health, the urine deposits after remain- 
ing at rest for a short time, aslight cloud of mucus derived 
from the bladder and urinary passages, but in all other 
respects healthy urine is perfectly clear. On cooling, how- 
ever, it sometimes becomes turbid from ‘the presence of ° 
urates, which are distinguished from other deposits by their 
appearing upon the cooling of urine which was perfectly 
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clear when first passed. Should the urine be turbid when 
first voided, itis a mark of disease and pus is the most fre- 
quent cause of this appearance. 


Odour.—It is not yet ascertained to what substance the 
peculiar smell of the urine is due, nor is it of much import- 
ance to the clinical student. When the urine loses its 
natural smell and becomes foetid and ammoniacal, the change 
is due to the decomposition of the urea into carbonate of 
ammonia, and the formation of sulphur compounds; in 
cases of cystitis, and paraplegia the alteration begins very 
quickly after, if not before, it is voided. Various drugs 
as cubebs, sandal wood, aud turpentine give a character- 
istic smell to the urine. 


Consistence.—The urine is a limpid fluid flowing freely 
from one vessel to another. But in catarrah of the bladder, 
the ammoniacal products of the decomposition of the urea 
renders the pus thick and viscid, thus causing the secretion 
to be ropy and poured with difficulty from one vessel to 
another. Chylous urine becomes quite solid soon after being 
passed. 


The froth on normal urine readily disappears, but if the 
froth be permanent, the presence of albumen, or of the con- 
stituents of the bile, may be suspected. 


Specifie gravity—Varies in health between 1015 and 
1025, it should be tested by the urinometer (graviometer, 
Madras nomenclature) either glass or brass, the former is 
preferable as the other is scarcely ever right, either of them 
should be tested in distilled water before being used. The 
specific gravity of the portion of the whole quantity passed 
during the previous twenty-four hours should be tested, 
that of a small quantity taken by chance 1s of little use. 


‘Sugar in the urine is the most common cause of a high 
specific gravity, if itis not present, an excess of urea will 
be the probable cause. 


A low specific gravity, below 1010, occurs after fluid has 
been taken in quantity. A low specific gravity is also 
frequently noticed in chronic Bright’s disease, immediately 
‘after the paroxysm of hysteria, in anzomic states, in diuresis 
from any cause such as mental emotion, or exposure to 
cold. It 1s often seen in natives when they are leading an 


inactive life. 
20 
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A high specific gravity, with a pale colour, and a low 
specific gravity with a deep tint, are equally signs of disease. 


Reaction.—Urine is almost always secreted acid, although 
it may become alkaline within a very short time of being 
passed. In the majority of cases in which the urine 18 said 
to be alkaline, as in paraplegia, and cystitis, the alkalinity 
is really due to decomposition after being passed. If the 
urine then, be found to be alkaline, a fresh specimen 
should be tested immediately after it has been voided. In 
cases of retention the urine sometimes becomes alkaline in 
the bladder, and in health, can be made alkaline, by the 
administration of drugs such as the carbonates, acetates, 
citrates, or tartrates of the alkalies. 


When the alkalinity of the urine is due to ammonia, the 
brown colour of the turmeric disappears when the paper is 
exposed for some time to the uir, or gently heated ; but the 
change from yellow to brown is permanent, if the alkali- 
nity 1s owing to either potash or soda. 


Urine is rarely neutral in reaction. 


The canse of the acid reaction of the urine is the pre- 
sence of the acid phosphate of soda, and according to some 
observers, of free lactic and hippuric acid. Very shortly 
after being voided the acidity increases, and lasts in 
health in a cold climate for days, free uric acid being often 
thrown down. 

Sooner or later, however, the alkaline fermentation sets 
in, and the urine becomes ammonuniacal and fostid from the 
conversion of urea into carbonate of ammonia, and the for- 
mation of sulphide of ammonium, while the phosphates and 
urate of ammonia are deposited as a white sediment. 


Olinical wmport.—The acidity of the urine is decreased 
during digestion and increased by fasting or perspiration. 
A. very acid, high coloured urine is associated with the 
“‘ Uric acid diathesis.” ‘This condition favours the occur- 
rence of calculus and gravel. 


Alkalinity of the urine, if no alkalies have been adminis- 
tered, is due to the decomposition of urea into carbonate of 
ammonia. It is present in some diseases of the spinal cord, 
and especially in chronic affections of the bladder and uri- 
nary organs, as a few drops of urine which have undergone 
the alkaline fermentation will rapidly the same set up . 
change in fresh urine. When the alkalinity of the urine is 


ON THE EXAMINATION OF THE URINE. 157 


due to fixed alkali, either potash or soda, it may be due to 
a catarrh of the urinary passages, the injection of alkaline 
salts, or some alteration in the metamorphosis of the tissue. 
About this last condition little is known with certainty. 
It is always best treated by meat diet and iron. 


The following apparatus and reagents are required for 
testing urine:—~ — . 

Cylindrical urine glasses each containing about six fluid 
ounces. Urinometer, (graviometer, Madras nomenclature) 
the stem of which is graduated from 1,000 to 1,060. Blue 
and red litmus, and turmeric paper. ‘Test tubes, a spirit 
Jamp, nitric acid, acetic acid, liquor potasss or liquor sod, 
solution of sulphate of copper ten grains to the fluid ounce, 
or Fehlings test solution for sugar, a glass funnel, filtering 
paper, and a microscope. 


ScHEME FOR THE EXAMINATION OF THE URINE. 


The following plan should always be followed in examin- 
ing urine aud notes made accordingly :— 


1. Observe the colour of the urine, its odour, and its 
appearance as to translucency, consisteuce, &c. 


2. Measure the quantity passed in the previous twenty- 
four hours. 


3. Ascertain the specific gravity of a specimen of the 
whole quantity. 


4, Examine the reaction, whether acid, neutral, or alka- 
line, by means of litmus or turmeric paper. 


5. ‘Test the urine for albumen, (page 169). If albumin- 
ous, look with the microscope for—renal casts; pus cor- 
puscles ; red blood corpuscles. 


6. Test the urine for sugar, (page 171). 


7. If there be no albumen or sugar present, and no 
deposit, the urine need not be further examined, unless 
some special indication exists. 


8. But if any sediment be observed, it must be ex- 
amined with the microscope. The following enumeration 
of the more common deposits may help the student :— 


Pink or reddish deposit, dissolved on heating test- 
tube—urate of soda. 
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White crystalline deposit, soluble in acetic acid—phos- 
phates. . 

Hummocky white sharply defined cloud, insoluble in 
acetic acid—oxalate of lime. 

White amorphous flocculent deposit, rendered ropy, 
viscid, and gelatinous, by about half its quantity of 
liquor pétassze—pus; if it is not rendered ropy but 
becomes fluid and Jimpid—mucus. 

Brownish-red crystalline deposit—uric acid. 

Red amorphous deposit—blood. 

For plates of these deposits, see end of chapter. 


Table showing the amount of Urinary Constituents excreted 
by a Grown-up Man in the twenty-four hours.—* Parxss.”? 


Quantity ... ... 40 to 50 fluid ounces. 
Total solids ... ... 800 to 1,000 grains. 
Urea... <a ... 890 to 600 _,, 

Uric acid... ... Oto 15, 
Chlorine ae .- OO0to 150 _ ,, 


Phosphoric acid .-- 9380 to 60 _ sa, 
Sulphuric acid .. 20 to 60 ,, 
Specific gravity from 1,012 to 1,025—average 1,021. 
Specific gravity varies nearly in inverse ratio to quantity, 
according to season, period of the day, kind of food, &c. 
Urina sanguinis (morning) is 2° to 3° higher than after food, 
or at night. 


Rules for calculating the amount of solids in urine. 


The solids in a fluid ounce of urine represent, nearly as 
many grains as specific gravity exceeds 1,000: thus, urine, 
specific gravity 1,015; quantity 60 ounces in 24 hours; 60 
x 15 (or more correctly 15°517) == 931:020 grains of solids 
in the twenty-four hours. This, however, is only an ap- 
proximation. When taking the specific gravity, the temper- 
ature of the urine should be that of the surrounding atmos- 
phere, otherwise great errors may creep in. 


Another rough method of calculating the solid matter 
passed is as follows, the two last figures of the specific gra- 
vity are multiplied by 2, or more correctly 2°33, which 
gives the amount of solid matters in 1000 parts of urine; if 
for example, the specific gravity is 1020 then 1000 grains of 
urine will contain 2 x 20 = 40 grains of solids, or by 
multiplying by 2°33 = 46°6. 
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Table of the quantity of solids in a fluid ounce of Urine accord- 
ing to tts specific gravity (from Dr. CHRISTISON.) 


Weight of | solids in g, | Weight of Inolide in fluid 
a Parca auld Ounce Bieri eee in sacar 7 
grains, | 2% Stains. grains. grains. 
1,010 | 441°8 10-288 1,025 | 448-4 26-119 
1,011 442°3 11°336 1,026 448'8 27°188 
1012 | 442-7 12-377 1,027 | 449° 28-265 
1013 | 443-1 13-421 1,028 | 449°7 29°338 
1,014 443°6 14-470 1,029 450°1 80°413 
1,015 | 444-0 15-517 1,030 | 4506 31°496 
1016 | 4445 16570 1,031 | 451-0 82-575 
1017 | 4449 17°622 1,032 | 451°5 83663 
1,018 | 4453 18671 1,033 | 451:9 85746 
1,019 | 445°8 19°735 1,034 | 452°3 36831 
1,020 4462 20°792 1,035 452'8 37'925 
Lozl | 4466 21-882 1,036 | 453-2 38014 
1,022 44.7°1 22-918 1,037 453°6 39°104 
1,023 | 447-5 23°981 1,038 | 4541 40-206 
1,024 | 448-0 25-051 1,039 | 454:°5 41-300 


Ne me rete ia R  — NN AAtl R 





This table will be found useful in practice, although it is 
only approximative, since the difference in density of the 
varions constituents of urine must tell upon the weight of 
solids in a given quantity of urine. 


Tre CoNSTITUENTS OF THE URINE. 


Urea.—VYo ascertain the presence of urea, the urine should 
be first tested for albumen, which, if present, should be re- 
moved by acidulation with two or three drops of acetic acid, 
boiling and filtering. Take two or three ounces, evaporate 
over a water bath, until the fluid has the consistence of syrup. 
After the fluid has cooled, nitric acid as free as possible 
from nitrous acid, is added drop by drop, so long as a preci- 
pitate is formed. An excess of nitric acid is desirable. 
Some of these crystals of nitrate of urea, removed with a 
glass rod and placed under the microscope, show flat rhom- 
bic or hexagonal plates closely united to one another. 

The quantity of urea eliminated is said to be increased in 
most acute diseases. In chronic diseases, especially those 
accompanied by a cachexia, the amount of urea is below the 
average. Its amount is increased by a high meat diet. 

Uric Acid is a less oxidised stage of urea. 

Ohlorides.—Test, take a fluid drachm of urine in a test 
tube, add a drop of nitric acid, and then a few drops of a 
solution of nitrate of silver; if a trace of chloride be present, 
a cloudiness only will be given, but if in any quantity, a 
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white precipitate is thrown down which is soluble in caustic 
ammonia, and reprecipitated by the addition of nitric acid in 
excess. . 

The nitric acid is added at first to prevent the precipita- 
tion of the phosphates with the chlorides. 

A rough comparative idea of the quantity of chlorides pre- 
sent may be made day to day, by always taking the same 
quantity of urine, acidulating it in a test tube with nitric 
acid, and adding a soiution of nitrate of silver until no fur- 
ther precipitate is formed. The test tube must then be set 
aside for twenty-four hours, and a note then taken of the 
proportion of the chloride of silver deposit, for comparison 
with future observations. 

Clinical tmport.—During acute pneumonia, acute rhenma- 
tism, and most other pyrexial diseases, the chlorides dimi- 
nish in quantity, or even disappear from the urine. Their 
re-appearance in daily increasing quantity is a sign of the 
diminution of the intensity of the disease. The amount of 
chlorides apparently depends upon the digestive powers of 
the patient even in chronic diseases. 

Phosphates and Sulphates.—These are not of so much 
importance, the former are found in greater quantities in 
diseases of the nervous centres of the bones, after great 
mental application, and in acute febrile diseases, they are 
said to diminish or disappear after the acme:of the paroxysm 
of ague. ‘T'he quantity of sulphates is increased by a full 
animal diet. 

Urinary Seduments.—About four or five ounces of the urine 
to be examined should be set aside for a few hours in a tall 
cylindrical glass and allowed to deposit. When the sedi- 
ment has collected, the supernatant liquid should be poured 
off. ‘Che most likely portion to find renal casts in, is the last 
few drops. ‘I'he sediments have been divided into the orgu- 
nized such as pus, blood, mucus, epithelium, renal casts, 
and spermatoza; and unorganized as uric acid, urates, 
oxilate of lime, phosphates, tyrosin, leucin, and cystine. 

Organized. (a) Pus. Vide Figure 5.—If the urine has been 
long passed the pus corpuscles undergo changes and cannot 
be recognised. Urine containing pus readily becomes alka- 
line. If there 1s an excess of albumen, renal casts should 
always be looked for. Pus occurs in the urine in cases of 
gonorrhcea or gleet, pyelitis from any cause, cystitis, any 
abscess bursting into any part of the urinary tract, and in 
Jeucorrhoea in women. 
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Blood, pus, and crystals of triple phosphate from the urinc.—‘ Bearr.’ 


(b). Blood. Vide Figure 5.—It may come from any part of 
the urinary or renal tract, if from the kidneys it is diffused 
throngh the urine and gives it a peculiar smoky appearance. 
The quantity of albumen is often great even enough to soli- 
dify the urine on heating, if there is blood in the urine, 
it easily becomes alkaline, if it is there, 16 1s necessary 
to acidulate with acetic acid before testing for albu- 
men. Blood is found in the urine in cases of acute Bright’s 
disease, congestion, cancer, or injury of the kidneys, when 
there is a calculus in the pelvis of the kidney, or in the 
ureter, or owing to a parasite, as the Bilharzia hvematobia. 
In cases of calculus in the bladder, cancerous or villous 
growths, congestion or ulceration of the mucous mem- 
brane. In injuries to the mucous membrane of the urethra,. 
or in inflammation. of it as in qgonorrhcea; in women it is 
sometimes due to uterine discharges, as menstruation. If 
the amount of blood is large, it probably comes from the 
pelvis of the kidney, ureter, or the bladder; it is commonly 
said, that if the blood be completely mixed with the urine, 
the hemorrhage is from the kidneys; if the urine first passed 
be clear, and at the end of micturition become bloody or 
even pure blood be passed, the hwmorrhage is from the 
bladder or prostate ; while, if the first portion of the urine 
be bloody, and the last drops clear, the haemorrhage is from 
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the urethra. These rules will, however, often be found to 
fail. 





Fig. 6a, Mucus, in the lower part right hand side several cells of bladder epithelinm 
are represented, b, epithelium from pelvis of kidney, c, from ureter, d, from urcthera, ¢, 
from vagina, f, from different parts of bladder.—‘ BEALE.’ 


(c). Mucus and Epithelium.—These are found in every 
urine. From the urethra and bladder, a roundish or oval 
cell is seen; from the vagina, squamous epithelium like that 
of the mouth; from the mucous membrane of the pelvis and 
ureter under irritation, candate, spindle-shaped, and irregu- 
lar cells are produced like those once considered diagnostic 
of cancer. 
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(dq) Renal Casts. Fig. 7.—(b) Casts containing oil glo- 
bules, and free fat cells, x 215. (c) Large casts, some 
containing many cells, others consisting of a perfectly tran- 
sparent wax-like material, x 215. (d) Waxy casts, large 
and smal], x 215. (¢e) Small granular casts, x 215. (f) 
Epithelial casts, some containing cells and some granular 
matter, X 215.—‘ Braue.’ 


These casts consist of exudations which have taken 
place in the uriniferous tubes and have been carried down in 
the urine. The foreign material may take the shape—espe- 
cially in the case of serum or blood which coagulates—of 
the tube, and being washed out may appear as a “ cast’’ or 
mould of the tube. The composition of the cast may vary, it 
may entangle any substances present in the uriniferous 
tubes, such as epithelial cells, blood discs, crystals, fat cells, 
&c., or it may be a perfectly transparent mould, supposing 
it to be simply coagulated serosity. The casts will vary iu 
size according to the size of the uriniferous tubes they come 
from. Supposing the lining of the tubes to be increased in 
thickness the “ casts’’ will be small, supposing the tubes to 
be deprived of their epithelial lining the ‘‘ casts” will be 
large. As the changes in the uriniferous tubes in different 
parts of the kidney cannot be the same in extent, the size 
and nature of the casts will vary somewhat; therefore we 
must be guided by the general characters of the casts 
present in any particular case. 


“ Epithelial casts’? are small, about Xyss of an inch 
in diameter, they are moulds of the uriniferous tubes due 
toa certain amount of exudation, in which the shed epithe- 
lial cells are entangled, they are seen in the early stages of 
acute nephritis. 


“Granular casts.”’—in these the epithelium is broken 
down into debris, it is characteristic of the chronic stages of 
desquamative nephritis. 


‘¢ Wazy or hyaline casts.”’>—These are large, +35 of an inch, 
or small g55, Of aninch, they are transparent, hyaloid and 
glistening, they may be slightly granular. They indicate 
when small, that the epithelial lining is still present in the 
kidney tubes, and when large, that it is lost. 


But all waxy casts indicate serious disease of the secretory 
structure of the kidney. The name oily casts is given to 
fibrinous casts enclosing oil. Fatty changes in the kidney 
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may also be indicated by the presence of epithelial cells 
loaded with fat globules, always a serious condition. 


(c.) Spermatozoa, vide Fig. 7. a.—Are present in the 
urine of men after an emission of semen has taken place, 
they are sometimes found in perfectly healthy men who are 
continent. 


Fung: and Bacteria are found in most urines after the 
ammonical decomposition has begun, or is about to begin. 
Bacteria known as vibriones, monas crepusculum, microzyma. 
Fungi as the penicilium glaucum (mildew) torula cerevisice 
(yeast). Sarcine Fig. 16 are sometimes seen. 


Kvestein is a whitish pellicle formed on the surface of 
the urine of pregnant women when it is allowed to remain 
at rest for a few days. It appears to consist chiefly of the 
mildew fungus, globules of fat, and crystals of phosphates. 
It is not an absolute sign of pregnancy as it is sometimes 
found in the urine of men, and is not always present in the 
urine of pregnant women. 


Chylous urine.—This is an affection occasionally seen in 
this country. ‘I'he urine passed 1s turbid and quickly co- 
agulates after being passed, the disease is generally inter- 
mittent, aud is considered to be due to the presence of the 
filaria sanguimis hominis vide Fig. 14, which should always 
be looked for both in the urine and in the blood. The al- 
buminoid substance which is found in such urines is of 
totally different nature from the albumen of the serum ac- 
cording to Eggel. 


Unorganised. (a.) Uric Acid.—This is generally found 
In any acid urine, accompanied by urates. It is some- 
what like powdered cayenne pepper or reddish brown brick 
dust, its crystalline forms are very numerous. 


Clinical import.—The only thing that can be said when 
it is present, is, that the urine is very acid, it may be that 
a deposit is taking place in the pelvis of the kidney or 
in the bladder and a calculus forming. 
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Uric Acid Crystals.—* Roxvents.’ 


(b.) Urates.—The most common and least important of 
all, they are formed of uric acid combined with soda, am- 
monia, and lime, the first is the most frequent, they are 
found in most febrile states, or when there has been great 
perspiration and dimination of the relative quantity of water 
in the urine. 





Urates—-" ROBERTS” 
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(c.) Owalate of lime.—This is the most common unor- 
ganised deposit after urates, it is often seen in the urine 
of patients convalescent from acute diseases. It is said by 
some writers to be present whenever there is diminished 
oxidation. This sediment is said to be associated with a 
dyspeptic and hypochondrical condition, sometimes termed 
the ‘oxalic acid diathesis.”’ The mulberry calculus is 
formed of oxalate of lime. 


Fic. (0. 





Oxalate of lime Crystals—* Ronerts-’ 


(d.) Phosphates.—Always deposited when the urine un- 
dergoes alkaline fermentation. Sometimes thcy are deposit- 
ed in feebly acid urine. This deposit simply indicates an 
alkaline reaction of the urine, a condition favourable to the 
formation of phosphatic calculus. 


FIG. tt, 





Atellar phosphates and triplo phosphates--* Rone sk 
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(e.) Leucine and Tyrosin.—These are rare deposits in the 
urine. Under the microscope leucin appears in dark globu- 
lar forms which have been compared to masses of fat cells, 
tyrosin, however, crystallizes in beautiful bundles of deli- 
cate needles, sometimes arranged in a stellate form. 


These bodies have been detected in the urine in cases of 
acute yellow atrophy of the liver, small-pox, enteric fever, 
and acute tuberculosis. 


If these bodies do not occur as a sediment they may be 
looked for by the following method. A large quantity of 
the urine must have a solution of acetate of lead added to 
it so long as a precipitate forms. Through the filtrate sul- 
phuretted hydrogen is passed to remove the excess of lead ; 
the fluid is filtered again, evaporated over a water bath 
to a syrup, and then extracted with spirit. The leucine is 
dissolved in the spirit while the tyrosin for the greater 
part remains undissolved. The part insoluble in spirit 
may now be dissolved in water and boiled with a few drops 
of nitrate of mercury; if tyrosin be present, the fiuid 
becomes rose red, and soon afterwards a red precipitate is 
thrown down. This test for tyrosin is called Hoffman’s, 
and is said to be very delicate. The solution in spirit 
contains the impure leucine and requires further preparation. 
It must again be filtered, evaporated to dryness, and dissolv- 
ed in ammonia, and then acetate of lead added so long as 
@ precipitate forms, then filtered and washed with a little 
water. The precipitate on the filter, which is a combination 
of leucine with lead, is suspended in water and sulphuretted 
hydrogen passed through, the liquid, again filtered, evapo- 
rated, and set aside to crystallize. The crystals that form 
must be tested in the following manner. They are care- 
fully heated with nitric acid in a platinum crucible: if leucine 
be present, a colourless almost invisible residue is left, 
which, warmed with a few drops of soda solution becomes 
of a yellow colour passing into brown. Another test is 
this, if leucine be heated in a dry test tube, oily drops are 
formed which give off the smell of amylamin. 


This preparation is undoubtedly very long and trouble- 
some, but without it, it is impossible to speak with confi- 
dence of the presence of leucine and tyrosin. Of course, if 
a sediment suspected to be either of them be found in the 
urine it may be tested at once by the tests given above. 
But the recognition of crystals under the microscope having 
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the same form as leucine and tyrosin is of no value, as in 
many cases, whether in health or disease, urine will give 
crystals identical in form with them but in which the chemi- 
cal tests altogether fail. 


(f.) Cystine.—Occurring in regular colourless hexagonal 
plates united by their flat surface, and overlapping one 
another, it is sometimes found as a deposit in urine, its cli- 
nical import is unknown. 


Foreign bodies.—The following bodies are constantly 
found mixed with the deposits of urine, and the student 
should be able to recognize them all under the microscope, 
fragments of human hair, wood, wool, and cotton fibres 
are often mistaken for renal casts ; fragmentsof tea leaves, 
portions of feathers, starch, and free oil globules are seen. 


Tests for Albumen.—Fill a test tube about two-thirds 
full of urine and boil the upper layer of the fluid over the 
flame of a spirit lamp, the lower end of the tube being held 
between the thumb and the forefinger. Compare the boiled 
stratum with the cool layer in the lower part by holding 
the test tube against the light. If there is any cloudiness, 
allow a drop or two of dilute nitric acid to flow gently down 
the side of the tube into the urine, the cloud will be per- 
manent if due to albumen, but disappears immediately if 
due to the earthy phosphates. 


FIG. I 





Mode of holding the tert tube when boiling urine after Wickham Legg. 
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Oautions.—Do not use too much nitric acid ; if the urine 
is turbid from the presence of urates, clear it by the appli- 
cation of eee heat; if the reaction of the urine is either 
neutral or alkaline the albumen will not be precipitated by 
heat, acidulate it by the addition of a few drops of dilute 
acetic acid ; if the urine is very turbid, it may be necessary 
to filter it. 


Rough estimation of albumen.—Half fill and boil the con- 
tents of a test tube, treat with nitric acid as above, and 
allow it to stand for twenty-four hours, Record the quantity 
as a trace, one-sixth, one-fourth, and go on, as the case may 
be. If urates are present, the urine must be filtered before 
boiling as on cooling they will deposit and lead to error. 


Remember that albumen may be due to pus or blood in 
the urine from any part of the genito-urinary tract. 


Olinical Import.—Albumen passes from the blood into the 
urine when the blood-pressure within the renal vein is in- 
creased, whether from inflammation of the kidneys (which 
is the commonest of all the causes of albuminuria and 
gives rise to the phenomenon in its most fully developad 
form), or as the result of chronic degenerative changes in 
the kidneys, diseases of the circulatory, and sometimes 
also of the respiratory apparatus, when they produce en- 
gorgement of all the systemic veins, and among them of 
the renal veins; or albumen is one of the signs of ex- 
travisated blood, or of pus, which may be mingled with the 
urine at any part of the urinary tract, or finally, it may 
proceed from other secretions which may have gained ad- 
mission to the urine accidentally, as from leucorrhceal dis- 
charges, or from semen. 


Albumen is also observed altogether apart from any in- 
flammatory condition of the kidneys, in catarrhs, and other 
severer affections of the urinary tract at any part from the 
pelvis of the kidneys to the external orifice of the urethral 
canal; the presence of the albumen is then due to the ad- 
mixture of the pus, the corpuscles and serum of the 
blood. In these cases albumen is detected also in the fil- 
tered urine; generally, however, the urine is less albumi- 
nous than that discharged in pronounced renal disease. 
Finally a moderate degree of albuminuria occasionally 
appears, but remains only a short time, in a great many 
severe acute and chronic diseases, in such affections the 
urine unlike that passed in nephritis or chronic degenera- 
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tive changes in the kidneys, shows no renal casts, &c., 
under the microscope. (GuUTTMANN).* 
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Urine of specific gravity 1,020 is calculated to hold 402 grains of solids 
to each pint, for every degree above 1,020 add 18¢ grains. 


Roberts has found that, after fermentation, ‘the number of degrees of 
* density lost’ indicates as many grains of sugar per fluid ounce.’ 











Lests for Sugar—lIf the specific gravity is above 1,030, 
sugar should be looked for— 


Moore’s Test is a rough but useful one. Equal parts of 
urine and liquor potassz or liquor soda are poured into a test 
tube and the upper layer is heated to boiling as in testing 
for albumen (see tests for albumen). The heated portion 
becomes brown red, dark brown, or black according to the 
quantity present. ‘here is also a peculiar smell of burnt 
sugar. 


Cautions.—1st, If the nrine is high coloured, contains an 
excess of phosphates, or is albuminous, the colour becomes 
darker on boiling with caustic alkalies. If the urine is albu- 
minous, if must be boiled and the coagulated albumen re- 
moved by filtration; care must be taken that the liquor 


* Hand-book of Physical Diagnosis, N. 8. 8. 
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potassx is free from lead which it takes up from white glass 
bottles if kept in them; if the urine contains sulphur, a 
black sulphide of lead is formed on boiling. 


Copper tests.—TRoMMER’S, about a drachm of the suspect- 
ed urine is poured into a test tube, and liquor potassee or 
liquor soda added in about the same quantity, a weak solu- 
tion of sulphate of copper (10 grains to the ounce) is dropped 
into the mixture; the precipitate which first forms is re- 
dissolved on shaking the test tube, the copper solution 
should be carefully added, shaking the test tube after each 
drop has fallen into the mixture as long as the precipitate 
is easily redissolved when the solution will have acquired 
a beautiful blue or green colour, but should be quite clear 
and free from any precipitate ; the contents of the test tube 
must be next heated to boiling, when, if sugar be present, 
an orange red precipitate is first thrown down, which after 
some time becomes reddish brown. ‘The precipitate con- 
sists of the suboxide of copper. 


Cautions.—The liquor potassz should be from 20 to 30 
per cent. of strength, not the weak pharmaceutical liquor. 


Too much copper must not be added; always use a 
slight excess of potash; never operate save with a clear 
solution. 


Fehling’s Test—Keep the following solutions in a cool 
dark place made up in stoppered bottles covered with blue 
paper. No.1, Dissolve 6654 grains of crystallized potassio- 
tartrate of soda in five fluid ounces of a solution of caustic 
potash sp. gr. 1°12. No. 2, Dissolve 1334 grains of sulphate 
of copper in ten fluid drachms of distilled water. When 
wanted for use, add a fluid drachm of the sulphate of cop- 
per solution (No. 2) to half a fluid ounce of the alkaline 
solution (No. 1). 


Take about two drachms of the mixed solution and boil 
in a test tube, if no precipitate forms, it is all right, but if 
a red precipitate is thrown down, it is useless; boil again, 
and while the solution is boiling, add the urine drop by drop 
and watch the effect. A few drops of urine which contains 
much sugar will at once give a precipitate of yellow or red 
suboxide; but if no precipitate occur, the urine should stall 
be added to the fluid, drop by drop, any deposit being care- 
fully looked for, until a quantity equal to that of the solu- 
tion employed has been added. If no precipitate form after 
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setting the test tube aside for an hour, the urine may be 
considered free from sugar. 


Cautions.—Always boil the test solution to prove it; the 
quantity of urine must nevef exceed that of the solution ; 
do not continue boiling the urine at a high temperature. 


Fermentation Test.—A few grains of yeast are put into 
atest tube, which must then be filled with urine, and 
inverted in a shallow dish containing a little of the urine 
and set aside in a warm place. Fill a similar test tube with 
water and place under the same conditions. If sugar is pre- 
sent in the urine, the formation of the carbonic acid gas will 
have driven all the urine out of the test tube. 


According to Briicke, healthy urine contains sugar in. 
about °01l per cent. 


Clinical Import.—If the foregoing test announce the pre- 
sence of sugar, in considerable quantity, as often as the 
urine is examined, (for when sugar is found, the urine should 
be examined daily for some time) diabetes mellitus may be 
inferred to exist. But should the presence of sugar be va- 
riable, and its amount small, the fact is not of any known 
great diagnostic, or therapeutic importance. Sugar is said 
to be present in the urine of the foetus, of women when 
suckling, and of some old persons; it is seen in the urine 
during convalescence from some acute disorders, especially 
cholera, in malarious diseases, and in carbuncle. Certain 
injuries of the nervous system also bring on glycosuria. 


Diabetes Insiprdus, is characterised by the passing of a 
large quantity of clear, colourless urine, of low specific gra- 
vity (1003 to 1007) devoid of sugar and albumen. ‘I'he 
complaint is usually attended with thirst, harsh skin, and 
feebleness of body and mind. 


Tests for Bile-—There is a permanent froth on shaking, 
the colour of urine is dark greenish brown. White filtering 
paper dipped in it 1s coloured yellow when bile is present. 


Test for bile Pigments.—Allow a drop of nitric acid and of 
the urine to be examined to run together on a porcelain dish, 
when if the bile pigments be present, a zone of colour will 
form at the point of contact, first green, then violet, blue, 
and red, representing the various stages of oxidation of the 
colouring matters. The most characteristic is green, with- 
out it the presence of bile pigments cannot be predicated. 
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Caution.—Any urine which contains a large quantity of 
indican will give a blue, or violet, and even green colour 
‘with nitric acid. ‘The green colour is however rarely seen 
with any other substance than bile pigments. 


Tests for the Wile Acida.—Horrn’s. The urine must be 
yendered faintly ammonical with caustic ammonia, and then 
diacetate of lead added, as long as a preeipitate occurs. The 
precipitate must be collected ona filter, and washed with 
distilled water, then boiled with alcohol over a water bath, 
and filtered while hot, to the filtrate a few drops of potash 
er soda are to be added, and the solution evaporated to dry- 
ness over @ water bath. The residue is again to be boiled 
with absolute aleohol over a water bath wotil a little be left, 
this must then be thrown into a great excess of wether in a 
atoppered bottle, and after some time, the alkaline salts of 
the bile will crystallize out. In order to prove that these 
erystals are salts of the bile acids, they must be dissolved in 
a little distilled water, and tested after the method of Pet- 
tenkofer as follows : 


Dissolve some of the crystals in distilled water im a test 
tube, and add sulphuric acid at first in smal]l quantities to 
precipitate the bile acids, but afterwards in amount suffi- 
cient to redissolve them which renders the mixture percepti- 
bly hot to the hand. A drop of syrup may now be let fall 
into the liquid, which then shows a play of colours passing 
from pink to cherry-red, and from red to purple. 


Pettenkofer’s test should never be applied directly to 
urine; the bile acids are never present in sufficient quantity 
to give the reaction, however modified, and the urine in 
jaundice frequently contains a small quantity of albumen 
which gives a reddish violet reaction with sugar and sul- 
phuric acid, while the setion of the acid upon other consti- 
tuents of the urine renders it impossible to be sure of the 
distinctive colours of Pettenkofer’s test. 


““S 


THE EVACUATIONS IN DYSENTERY. wl 7d 
CHAPTER XxX. % 
de 
ON THE EXAMINATION OF THE EXCRETA, CONTINUED. % 
© 


The Evacuations in Dysentery and Hepatic Abscess. 


The late Professor Parkes gives the following description 
of the alvine evacuations in dysentery and hepatic abscess.* 


In dysentery the stools are first simply numerous, per- 
haps feculent, in a few very rare instances scybalous. 


The stools in simple acute, and in hepatic dysentery, 
vary as follows :-— 


Glandular enlargement and commencing ulceration.—Sli- 
my and mucus, with bloody streaks, sometimes in masses, 
sometimes like the albumen of an unboiled egg. 


Glandular enlargement.— Yielding slime and feces, stools 
often numerous, sometimes dark-coloured and frothy, some- 
times yellow, sometimes lke bran suspended in a fluid. 
Causes of these differences not known. 


Complete Ulceration.—Stools slimy, gelatinous, lymphy, 
bloody, watery, muddy, or partly liquid, partly solid, like 
washings of meat, or chocolate-coloured, or resembling 
treacle aud water. 

Irritable Ulcer.—Florid blood in streaks, with a reddish 
mucus. ‘The stools often resemble brick-dust. 

Seorbutic Ulcer.—Dark bloody offensive serum, mixed 
with foetid, grumous, chocolate-colored secretion. 


Healthy Ulcer.—Lymphy masses with no blood or a few 
florid streaks, mixed with a clear or slightly turbid fluid. 
Stools small in quantity; feculence gradually added; some- 
times stools granular. 


Sloughing Uleer.—Dark-colored, sanious, and offensive 
discharges, generally mixed with albuminous and gelati- 
nous masses, and, if the rectum be principally affected, 
sometimes with dark, soft, and unnatural-looking feculent 
stools. If the whole of the colon be affected, stools often 
nearly pure dark, perhaps clotted blood, broken down into 
a muddy fluid. 


With primary universal Hepatic Abscess.—Often nearly 
‘pure blood, with a little mucus and slime. 


With primary partial Hepatic Abscess.—Always much 
blood, but also mixed with dark slimy mucus, perhaps 


* Remarks on the Dysentery and Hepatitis of India, 1846. 


7 


176 CLINICAL MANUAL. 


frothy and variegated, with yellow, apparently feculent, 
streaks. (This yellow substance seemsin this case to be 
secreted by the glands in the duodenum, or by the pan- 
creas.) 

With Secondary Hepatic Abscess.—F rothy, beaten up, yel- 
low or brown, yeasty, little solid part, giving sometimes a 
burning sensation when passed ; not numerous. 


Subacute and Chronic Dysentery.—Stools variegated, 
green, yellow, brown, grey, slimy, clayey, fatty, gelatinous, 
often like lymph partially dissolved in bloody serum. Many 
other appearances too numerous to be detailed. 


Rare form of dysentery attended by general mucus in- 
flammation; glands enlarged, but ulceration much less 
rapid than in other forms; sometimes complicated with 
gastroenteritis. Stools numerous, liquid, yellow, sandy- 
coloured ; at a late period dark, frothy, somewhat beaten up, 
inodorous for some days after attack. The stools are some- 
thing like those seen in latent hepatic abscess, but can 
always be distinguished. 


CHAPTER XXI. 


ON THE EXAMINATION OF THE EXCRETA, CONTINUED. 
The Evacuations in Enteric Fever, and Cholera. 


Enteric fever.—The bowels may be confined all through 
the attack. 


The stools may be normal all through the attack. 


There may be constipation with occasional passage of 
scybala; violent hemorrhage from intestinal ulcers has been 
known in such cases. 


There may be slight feculent diarrhoea throughout. 


The characteristic motions vary very much during the 
first week there may be only slight feculent diarrha@a, pro- 
bably an eliminative discharge from the liver and intestinal 
glands. 

During the second and third weeks the diarrhoea is 
usually a sign of ulceration of Peyer’s glands and of inflam- 
matory irritation of the surrounding mucous membrane. 
‘The number of stools may vary from one in the twenty-four 
hours to twenty, or more, generally from three to six. 
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They are thin, yellowish, pultaceous, and somewhat resem- 
ble badly made pea soup in which the meal is not thoroughly 
cooked or mixed and sinks to the bottom, their odour is fostid 
and characteristic according to Trousseau. They separate 
on standing into an upper watery layer of a yellowish 
greenish,or brown colour. According to Parkes,* this liquid 
has a specific gravity of 1,015 and contains about forty 
parts per 1,000 of solid matter, consisting chiefly of albumen, 
and soluble salts, particularly chloride of sodium, and a 
lower layer or deposit consisting of the remains of food, 
epithelium, mucus, blood corpuscles, small yellowish floccull, 
shreds of slough, and crystals of triple-phosphates. These 
triple-phosphates have been pointed ont as being common 
to all diseases, where, as in enteric fever, the stools have a 
marked tendency to decomposition. Immediately after the 
stools are passed, they have a neutral or acid reaction instead 
of being alkaline, which they soon become on standing. 


Doctor Harley+ points out that the discovery of a fragment 
of a disintegrated Peyer’s gland in the stools is pathagno- 
monic of thedisease. He says if the flocculent debris when 
examined under water by the aid of a pocket lens, presents a 
number of minute, closely placed follicular depressions with 
minute circular orifices, loosely embedded in a ragged fib- 
rous stroma, we have direct and positive evidence of the 
nature and progress of the disease. To apply the test the 
stools should be strained through a little cap-net, the 
matters arrested thereby should then be washed, floated on 
clear water, and examined with a common pocket lens. 
Murchinson{ says the characteristic stools are best seen after 
the tenth day ant that sloughs are rarely found till after 
the fourteenth day. : 

In some cases the stools instead of being watery, are 
pultaceous, frothy as if fermenting, and so light as to float 
on water. 


At other times they are like mud, or bird lime, or they 
may coutain blood from a few drops to several pints. 

Dr. Hudson§ has seen the evacuations consisting entirely 
of a green fluid evidently containing the colouring matter 
of blood which had undergone a change, occasionally the 
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* Medical Times, June 18560, page 396. 

+ A System of Medicine, by Reynolds, Vol. I. 
t Treatise on Continued Fevers, 1873. 

§ The Study of Fever, 1867. 
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stools are mucus mixed with blood, resembling those of 
dysentery. 


If salts of bismuth, lead, silver, or copper have been 
administered, the stools may have a dark greenish-brown, 
or black colour. 


Undigested milk in the stools is often deceptive. 


Diarrhoea continuing after the fever has left is often a 
sign of unhealed ulcers. 


The return of diarrhoca during convalescence is generally 
caused by irritation, or by a new attack of ulceration. 


Trousseau* points out that there is a form of diarrhoea 
during convalescence after an attack of enteric fever, ge- 
nerally occurring in persons who have been underfed during 
the progress of the case, accompanied with much irritability 
of the stomach and frequent alvine evacuations of mucus 
and bilious matter, of a colour successively varying from 
yellow to apple-green, bottle green, or sometimes blue, 
which he considers depends on disorders of the function of 
secretion and is best treated with solid food. 


Chronic diarrhcea and death from malnutrition is one of 
the sequelz of enteric fever. 


Harley says the patient 1s not convalescent until the stools 
are solid. 


Hemorrhage may occur at any time after diarrhoea 
has appeared and as long as it continues, if may appear 
even where there is constipation. Hemorrhage generally 
takes place in the third or fourth week. It may depend 
upon (a) ulceration involving a large vessel, (6b) congestion 
of the venous capillaries, (c) a septic condition of the blood. 
It may appear in the stools from a few drops to pints, but it 
should always be remembered if other symptoms point to 
hzmorrhage that it may be retained within the intestinal 
canal. 


The Evacuations in Cholera.—The evacuations in choleraic 
diarrhoea are more or less feculent, but very liquid, and 
generally copious, the colour varies from brown to light 
yellow or straw, and when the disease passes into cholera, 
the motions are increased and assume the rice-water char- 
acter. 


* (Clinical Lectures, Vol. II, page 385, N. 8. 8.) 
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In cholera there may be no evacuations at all, or they may 
be retained in the intestinal canal. 


They are generally copious and fluid, during the stage 
of evacuation, the first stools generally consist of the 
ordinary contents of the intestine mixed with much liquid, 
pints or even quarts may be passed, they soon become of 
a light straw, or pale drab colour. The name of rice-water 
stool has been given to the genuine unmixed cholera evacu- 
ation, and if collected separately after the first two or three 
have been passed, the discharges do resemble water in 
which rice has been boiled. The fluid is thin, pale, slightly 
opaque, or slightly turbid depositing a sediment on stand~ 
ing which is like fine, minute, flaky particles of rice broken 
down on boiling. Occasionally in the evacuation stage, the 
fluid is whitish or somewhat milky, or of shades varying 
between this and the pale drab colour before mentioned. 
The vomited matter if unmixed with ingesta is clear and 
watery. 


The appearance of blood in the stools is a very unfavour- 
able sign. 


In the stage of collapse the evacuations from the stomach 
and bowels are less frequent and copious. ‘The alvine dis- 
charges contain less liquid, sometimes merely a little clear 
fluid with gelatinous mucus-like flakes or masses. In the 
stage of reaction they become milky or whitish, then grey- 
ish, then darker or muddy and at last brown. 


The cholera stool separates on standing into a thin whey- 
like fluid, and a variable quantity of sediment. ‘The specific 
gravity of the liquid portion is 1,005 to 1,010. ‘The sedi- 
mentary flakes and particles contain organic forms, lying 
in a hyaline base, which are described as follows: 


Amorphous granular matter and larger granules, often 
very abundant. 


Minute bodies having the general character of nuclei, 
at> to +4, of a line in diameter. 


Fine granular cells ; some large resembling pus cells. 


A very small quantity of scaly epithelhum, generally not 
easily discovered. Bacteriu and a number of different fungi 
none of which are characteristic. If the evacuations re- 
moved from the intestines after death are examined, they 
are found to contain much epithelium. 

23 
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The specific gravity of the liquid part is seldom above 
1,012 in the height of the stage of discharge. ‘lhe reac- 
tion is faintly alkaline or neutral. Dr. Parkes has shown 
that the liquid portion is not similar to the serum of the 
blood ;5 that it contains but little albumen, and consists 
chiefly of the water of the blood, with saline matter, and a 
smail quantity of animal matter. The quantity of albumen 
and animal matter found in the stools is very small, the 
quantity of salts contained is considerable. The greatest 
quantitative loss which the blood suffers is in its watery 
element. Tor every 100 ounces passed in the fluid evacu- 
ution stage, the loss to the blood is, in water 98 to 99 
ounces, and of salts nearly or about one ounce. The stools 
umount to from’ 80 to 150 ounces during the evacuation 
stuge. 

The salts exuded are the chlorides of sodium and potas- 
sium, phosphate of soda, carbonate and sulphate of soda, 
bearing a proportion of seven or eight parts in a 1,000; 
2% proportion nearly resembling the quantity in the blood 
within the vessels. ‘lhe earthy phosphates do not pass 
through the mucous membrane as in health. (Goopkvxz.)* 


CHAPTER XXII. 
THE TERMINATIONS OF DISEASE. 
in unimpaired constitutions there is always a tendency to 
a spontaneous favourable termination of disease processes. 


Diseases end in the following ways :— 


The patient may gradually but completely recover. This 
process 1s called convalescence. Sometimes the cure is inter- 
rupted by a return of the disease,—velapse—in which the 
patient’s position is rendered more uufavourable by the 
debility and unrepaired mischief remaining from the first 
attack. 


He may lose all the more urgent symptoms of his disease, 
and retain some of the less urgent not recognizable perhaps 
by himself, but discoverable on a physical examination of 
the organ. 


The constitutional changes may pass away but the local 
disturbance remain, the disease persists in an altered or 
chronic form. 


* A System of Medicine by Reynolds, Vol. 1. 
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A disease may leave a particular organ, and be trans- 
ferred to some other part. This is called metastasis. The 
relation of this rare occurrence is not understood. 


The disease may become worse and end by the destruc- 
tion of the patient. 


Watson speaks of, the brain, the heart, and the lungs as 
‘the tripod of life.’ Bichat pointed out that death begins 


in one of these. 


Death occurs from the ‘ decay of life’ as in old age, from 
rapid sinking of the vital powers in disease, or from injuries 
the result of an untoward accident. Death from extreme 
old age the ‘end of a long and sometimes weary journey’ is 
rare. Death from disease is usually a complex affair. It 
requires an accurate knowledge of the functions of the heart, 
lungs, and nervous system, and of their mutual dependence, 
in order to appreciate any tendency to failure im any of 
them. To obviate the tendency to death was a doctrine 
much dwelt upon by Cullen. 


The following are the modes in which diseases end 
fatally.* 


‘ Life can only be maintained by the circulation of arterial 
blood. If no blood circulates through the arteries, or only 
venous, the resultisdeath. Death by the cessation of the cir- 
culation of blood may be of two kinds (1) Death by anamia 
in which there isa want of due supply of blood to the heart. 
The anzemia may be due to the loss of blood, or to its im- 
poverishment and diminution by disease. (2) Death by 
asthema, where there is a failure in the contractile power of 
the heart. This may arise from disease of the cardiac walls 
or valves, or from arrest of the hearts action through the 
nervous system, as in apoplexy, disease of the medulla ob- 
longata, shock, or by certain poisons. When either 
from ansemia or asthenia, the death is sudden, it is said to 
be due to syncope. Sometimes life fails partly from anaemia 
and partly from asthenia; as in cases of starvation, phthi- 
sis, dysentery, &c.’ 


‘Death by the circulation of venous blood may happen in 
one of two ways (1) by apnea, asphyxia, or suffocation, 
where access of air to the lungs is stopped, as in drowniug, 
strangulation, many laryngeal and lung diseases, tetanus, 
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* Tanner’s Index of diseases, 1876. 
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section of the phrenic and intercostal nerves, &ec. (2) By 
coma in which the muscular movements required for respira- 
tion cease owing to insensibility produced by cerebral 
disease. In apnea there is successively impeded respira- 
tion, circulation of venous blood, and insensibility. In 
coma the order is reversed—insensibility, cessation of tho- 
racic movements, and stoppage of the chemical function of 
the lungs. 


CHAPTER XXIII. 


HINTS ON MAKING POST-MORTEM EXAMINATIONS, 


Examinations of the dead are performed earlier in 
this than in colder countries; as putrefaction sets in 50 
much earler and destroys or obscures the pathological 
ehanges. ‘They should always be conducted with privacy, 
eare, as great cleanliness as possible, and with due regard 
to the feelings of the relatives of the dead. 


In making such examinations the student has to a great 
extent to free himself from the habits acquired in the dis- 
secting room; most of the incisions will require a free 
sweep of the hand instead of the usual fine cuts used for 
dissecting, he should grasp his kmfe—a good strong one— 
firmly in his hand. ‘The incisions into the internal organs 
should be bold, in order to let comparison be made between 
the different portions. 


Note the name, age, sex, caste, date of admission, date 
and hour of death, date and hour of the examination, con- 
dition of the body as regards nutrition, weight, height, 
deformities and malformations, degree and extent of rigor 
mortis. 


In cases sent for medzco-legal¥ examination the date and 
hour of the receipt of the body should be entered, careful 
notes should be made of the state of the clothing, if any 
cuts in it correspond to wounds on the body, all wounds, 
external marks and caste marks especially in cases where 
the body has not been identified, should be noted and com- 
pared with any marks mentioned in the Police Report if 
there is one; any signs of violence, fractures or dislocations 
should be looked for, noted, and described. Any foreign 
bodies found in wounds should be carefully preserved ; 
always examine the neck for signs of compression, also the 


* Vide Departmental Circular, No. 4, 911 of 16th June 1876. 
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state of the teeth, hair, orifices of the body, state of the 
pupils, and whether any substances are grasped in the hands. 


In all cases accurate notes should be recorded at the 
time of the examination and copied out afterwards into the 
register; the original notes should always be kept, and in 
medico legal cases should not be shown to any one unlegs 
they are called for in evidence by the judicial authorities. 


The following rules are embodied tn the Departmental 
eircular before referred to :— 


‘In making his examination he should disturb, as 
little as possible, any organ which may communicate with 
an external wound, if he has reason to think that the body 
may be re-examined by another medical man.”” Para. x1. 


‘‘In the ease of females, he should examine the ovaries 
or uterus, bearing in mind that abortion is sometimes 
caused by the introduction into the uterus of pointed in- 
struments which may cause death. He should note the 
presence or absence of pregnancy, if present, the probable 
period to which it had advanced, and examine the external 
generative organs for marks of violence.’? Para. xii. 

**In the case of infants, he should note the condition of 
the umbilicus and cord, if any of the latter remain. He 
should also remove the lungs, and try whether they sink or 
float in water.” Pura. xiii. 


You should always examine the heart to see the state of 
the inter-auricular opening, and the long boues to note the 
centres of ossification in order to see the age of child. 


** In cases of suspected poisoning, he should not neglect 
to examine every organ of the body, and should pay special 
attention to the rules laid down with reference to the Che- 
mica] Examiner.” Para, xiv. 

It is not absolutely necessary in every examination made 
for clinical purposes that the brain and spinal cord should 
be examined, but in all cases the changes in the other 
organs and the state of the muscles and cellular tissue 
should be noted. All medico-legal examinations should be 
complete, as it 1s not at all uncommon to find a man who has 
received a beating die from cerebral haemorrhage, or a fall 
cause dislocation of one of the vertebra, either of which 
might be easily overlooked if the examination was not 
complete, and the result as evidence would be rendered 
most unsatisfactory. 
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The following hints will be found useful in making these 
examinations : 

Sxutt should be exposed for examination by an in- 
cision across the vertex from ear to ear, and reflecting the 
flaps, The calvaria should be removed by a circular cut 
above the frontal sinuses and ears, to the occipital protuber- 
ance. The dura mater should be opened by one circular 
incision, care being taken not to tear it, if adherent, it 
should be cut away. ‘I'he brain should be removed from 
before backwards by severing in succession the various 
nerves and dividing the tentorinm cerebelli. These differ- 
ent structures should be examined and described in turn. 


Spina Corp should be exposed by dividing the laminz 
of the vertebra after dissecting back the superficial soft 
structures, the dura mater slit up .aud the roots of the 
nerves severed. 


THoraxX AND Aspominal Cavitigzs should be exposed 
by a longitudinal incision fromthe symphysis of the lower 
jaw to the symphysis pubis through the soft structures of 
the abdominal walls, and dissecting them back. Always 
open the abdominal cavity first, examine its contents, and 
note the position of the diaphragm ; it is rarely necessary 
to make lateral incisions through the abdominal walls. 
The sternum should be removed by dividing the costal 
cartilages at their junctions with the ribs, and opening 
through the sterno-clavicular articulation. Open the peri- 
cardium. Note the state of distension of the heart especi- 
ally the right auricle and ventricle. The organs should all 
be closely examined im situ. If itis uecessary to remove 
them the vena-cave should be tied to prevent the blood 
soiling the place. ‘lhe viscera in the thorax may now be 
removed separately, or en masse, from the tongue down- 
wards. ‘This may be done by freeing the tongue and, 
pharynx from their attachments to the bones of the skull 
and face, making an incision along each side of the neck 
through all the structures down to the spine, raising each 
lung separately and carrying on the same incision through 
the costal pleura, cutting through the inferior vena-cavee and 
the attachment of the pericardium. The whole contents 
can then be withdrawn together. The larger glandular vis- 
cera in the abdominal cavity may next be removed separately, 
and the stomach and intestinal tract down to the rectum 
in continuity. In cases of suspected poisoning it is safer to 
remove the stomach separately having previously tied it at 
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both ends. The bladder and external organs of generation 
may be removed together by cutting through the symphysis 
pubis. 

After removal of all the viscera, the weights and measure- 
ments of the various organs should be correctly taken and 
noted. 


The following points should be noted as regards the 
Various organs :— 


(a.) Catvarra.—The presence or otherwise of fractures, 
and their position, adhesions of the dura mater to the 
covering bones, any sign of morbid changes. 


(b.) Mempranes or Brain.—'Their character, the condi- 
tion of the Pacchionian bodies, the quantity of sub-arach- 
noid fluid,the state of the meuingeal arteries and of the 
venous sinuses. 


(c.) CErReBRUM AND CEeREBELLUM—~-Appearance, and con- 
sistence of the convolutions ; the relative proportions of the 
grey and white matter; color of cut surface; appearance 
of puncta vasculosa. The state of the pons and medulla 
oblongata ; extravasation of blood its position and quantity ; 
tubercular deposit, or other adventitious growths ; state of 
ventricles. 


(d.) Spat Corp.—The state of the enclosing mem- 
branes, the size and consisteuce of cord, any changes in 
clther. 

(e.) Respiratory System—Larynx, trachea, and bron- 
chial tubes. ‘The presence and degree of hyperamia of 
the mucous membrane, the presence of membranous forma- 
tions, or of ulceration, typhoid, varioloid, tubercular, or 
syphilitic ; the presence of any new growth; the degree 
of oedema; the dilatation or constriction of the bronchi, 
and any thickening or thinning of the bronchial walls. 


The Lungs.— Whether emphysema exists ; the degree of 
hyperemia, congestion, or ccdema ; the presence of hamorr- 
agic infarcts, inflammatory consolidation, gangrene, tuber- 
cle, or cancer. 

_ The Pleure.—Presence and degree of inflammation, the 
character and amount of effused products ; the presence of 
air, tubercle, or cancer. 

CircuLarory System .—The heart. Amount and cha- 
racter of the blood. Hypertrophy, dilatation, atrophy, 
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the presence of pericardial or endocardial) inflammation ; 
the changes in the valves, the degree and character of the 
degeneration affecting the muscular structure; the pre- 
sence of fibrinous deposits in the cardiac cavities or in the 
large vessels. 


The Vessels.—Their state of dilatation, the condition of 
their tunics, the presence of atheroma, or of ulcers ; the 
presence of thrombi or emboli. 


Digestive System.—Mouth. The tongue, its size, form, 
and the state of the papille; note the state of the fauces, 
tonsils, and pharynx, and the presence of inflammation, 
or of ulceration. 


Stomach.—Note its contents ; the degree of inflamma- 
tion and erosion of the mucous membraneif present; the 
state of the glands; the presence of ulcers, carcinoma, atro- 
phy, or dilitation. Note the state of the duodenum, and of 
the entrance of the gall duct. 


The Omentum and intestinal Canal.—Note the contents 
of both the small and large intestines, the state of the 
glands in their mucous membrane,* the degree of inflamma- 
tion if present; ulceration, whether scrofulous, dysenteric, 
or enteric ; carcinoma, presence of cicatrices, the state of 
the rectum and anus, the mesentery, with its lymphatic 
giands and vessels. 


The Lewer—The weight, the state of congestion, the 
presence of suppuration, cirrhosis, gummatous tumours, 
cicatrices, degenerations whether fatty or lardaceous, hydatid 
cysts, carcinoma, the contents of the gall-bladder and ducts ; 
the state of the hepato-duodenal ligaments and vena-porta. 
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* Anatomical form of glands which compose the substance of the 
mucous membrane of the alimentary canal. 

I. Vesicular, and lenticular, or pimple-like glands.—Usually closed. (a.) 
solitary e.g., in the palate, buccal membrane, wsophagus and stomach ; 
also found deeply embedded in the great gut, and scattered more near the 
surface of the small gut. (6). Clustered in groups—e.g., Peyer’s patches of 
glands in the ileum. 

II, Follicular open giands or crypts.—A transient condition of the vesi- 
cular glands, after rupture and discharge of their contents—e.g., great gut 
and stomach. 

iI. Tubular glands occur in the small and large intestines, as the 
so-called follicles of Lieberkithn ; and in the stomach, as the stomach tubes. 

IV. Racemose glands.—Consisting of tubes with simple sacks or vesi- 
cles, in clusters round a stalk or duct-——e. g., the cardiac cosophageal glands, 
and the duodenal gland of Briinner.—Asikin’s Science and Practice of Medt- 
cine, Vol. I. 
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The spleen.—Its state of enlargement or hypertrophy ; 
its melanotic condition; the presence of embolic infarc- 
tions ; amyloid degeneration ; fibroid change ; cicatrices. 


Examine the pancreas, coeliac axis, semilunar ganglion. 


Examine the retro-peritoneal lymphatic glands, the re- 
ceptaculum chyli, the aorta, and the inferior vena-cava. 


Examine the state of the spine, the ribs and the pelvis. 
Look for any changes in the supra-renal capsules. 


Genito Urinary Sysrem.—The kidneys. Their external 
characters, the capsule whether adherent or not, the state 
of the surface of the secreting structure, if lobulated, smooth, 
granular, or bloodless, the relative proportion of the cor- 
tical and pyramidal structures, the pelvis, the ureters, 
whether dilated ; the contents and thickness of the walls 
of the urinary bladder, the state of the urethra. Note the 
state of the prostate gland, vesicula seminales, the testicles, 
spermatic cord, and penis in the male; the vagina, uterus, 
Fallopian tubes, ovaries, and perametria in the female. 


The following solution should be kept ready in the 
dead house in order to test the tissues for amyloid degene- 
ration—twelve grains of iudine to be dissolved with twenty- 
four grains of codide of potussium, in three ounces of water. 
If this solution be applied to the cut surface of an organ 
which has undergone this form of degeneration the affected 
portions will change to a deep reddish brown colour. It may 
be necessary to make thin sections with a Valentin’s knife, 
having done so, wash all the blood away, apply the iodine 
solution and examine the specituen under the microscope. 


AVERAGE Weaiaat AND MsasurEMENTS or H&ALTHY 
Organs 1N Europeans. (Gray). 


Brain.— Weight, male 494, female 4-4 oz. 


Spinal Cord—Weight about 14 oz. Iength 16 or 
17 inches. 


Heart.—Weight, male 10 to 12 oz., female 8 to 10 ox. 
Measurement 5 inches long, 34 inches broad in broadest 
part, 24 inches thick. 

Lungs.—W eight, right 23 oz., left 19 oz ; less in female. 
Vary much according to amount of blood or serous fluid 


they may contain. 
a4 
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Liver.—Weight 3 to 4 lb. Measurement 10 to 12 inches 
transverse, 6 to 7 inches antero-posterior, 3 inches thick at 
back part of right lobe. 


Pancreas.—8 02. 


Spleen.— Weight 7 oz. Measurement, adult 5 inches 
long, 3 or 4 inches broad, 14 inches thick. Size and 
weight vary according to individual, age, and condition ; 
decreased in old age, increased during and after digestion ; 
large in highly fed, small in starved animals. 


Kidneys.—Weight, male 44 to 6 0z., female 4 to 5} oz. 
Left heavier than right by about 2 drachms. Measurement 
4 inches long, 2 inches broad, 1 inch thick. Supra-renal 
capsules 1 to 2 drachms. 


Testes.—6 to 8 drachms. 
| Uterws.—1 to 14 oz. 


Weicur or Bopy. 


The following table shows normal weight in proportion to 
height in HKuropeans : 











Exact Stature. Mean Weight. Milestone tere by 
Feet. Inches. st. Ib lb. st. Ib, lb. 
5 1 ie a 8 or 120 9 2 or 128 
5 2 9 0 or 126 9 9 or 185 
5 3 9 7 or 183 10 2 or 142 
5 4 9 13 or 189 10 9 or 149 
5 5 10 2 or 142 10 12 or 152 
5 6 10 5 or 1 
5 7 10 §& or 4 
5 8 11 1 or 2 
5 9 11 8 ofr 
5 10 12 1 or 
5 li 12 6 or 
6 0 12 #10 = or 





telnet ne 


This reads: a man of 5 feet 8 inches should weigh, in 
his clothes, 11 st. 1 1b; he may exceed this by 7 per cent. (to 
11 st. 12 lb.) without affecting his vital capacity; beyond 
this amouut his respiration becomes diminished. ‘The aver- 
age weight of the clothes at different ages is 1-18th of total 
weight of the male body, and 1-24th of that of the female. 
(QUETELET), 








ON THE USE OF THE MICROSCOPE, 189 


CHAPTER XXIV. 
ON THE USE OF THE MICROSCOPE. 
As every clinical student should at least understand the 
use of the microscope as far as it concerns diagnosis, a few 
words on the subject. will be useful. 


The difficulties in acquiring the necessary manipulative 
skill are not so great as is generally supposed, it only 
requires attention and practice to overcome them. 


The instrument supplied to Government Hospitals and 
Dispensaries is the compound microscope. It differs from a 
simple microscope, inasmuch as the image formed by the 
object glass is further magnified by one or more lenses 
forming an eye piece; or, in other words, the rays of light 
from an object being brought into a new focus, there form 
an image, which image being treated as an original object 
by the eye piece is magnified in the same way as a simple 
microscope magnifies the object itself. 


Generally speaking there are supplied two eye pieces, a 
long, and a short one, and two object glasses an inch and 
a quarter inch. 


The long eye piece and the inch object glass magnify 
from 35 to 50 diameters. The long eye piece and the 
quarter inch object glass magnify from 200 to 220 diame- 
ters. The short eye piece magnifies the image formed by 
the object glass somewhat more than the long one. 


Before using’a microscope great, care should be taken in 
cleaning the lenses. 


All compound microscopes are made up of the optical 
portion and the mechanical appliances. The optical portion 
includes the object glass for magnifying the object, the 
rays of light from which are brought to a focus within the 
tube of the instrument; the eye piece for magnifying the 
amage formed by the object glass; the mirror from which 
the light is reflected so as to pass through the object; 
the bulls eye condensor is used for bringing direct rays 
of light to bear on opaque objects which cannot be examined 
by light transmitted by meaus of the mirror. The mecha- 
nical appliances consist of the adjustments for altering 
the focus, of these there are two, the coarse and the fine. 
The movements of the coarse adjustment is’ generally by 
means of a rack and pinion, but in some microscopes it 1s 
done by the fingers alone the tube being arranged te 
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slidein another tube; either of these adjustments often 
require a little oil to make them move freely and with ease; 
the arrangement of the fine adjustment varies very much 
in most instruments, it allows of a more delicate motion 
when high powers are used. The body, the tube of the 
microscope is in many instruments supplied with a second 
portion which allows of its being elongated, the use of this 
being that the eye piece still further magnifies the image 
formed by the object glass in proportion to the length the 
tube 1s drawn ont. The body of the microscope imcludes its 
stand which differs very much in different instruments, it 
should always be firm and heavy enough not to be easily 
shaken. Every microscope should be capable of being 
placed in a vertical, inclined, or horizontal position. The 
stage upon which the object to be examined 1s to be placed 
should move easily and be kept very clean, some micro- 
scopes are supplied with mechanical arrangements for 
moving the stage, but itis better for the student to train 
his fingers to move the glass slide on the stage, most stages 
are supplied with slips for fixing the glass slide; the dta- 
phragm is the circular plate below.the stage with holes in it 
of different sizes to enable the observer to modify the amount 
of light transmitted, it should move freely; as a rule for 
clinical work the hole of about the medium size will allow 
of enough light. 


To adjust the Microscope for work.—Choose the eye piece 
and object glass you wish to work with, the Jong eye piece 
and the quarter inch object glass are the most generally 
useful for clinical work. See that they are clean, screw 
the object glass into its place at the bottom of the tube, and 
insert the eye piece in the top. Fix the body of the instru- 
ment either vertically or at the angle you wish to work it. 
You should select a good light to work in, that from a white 
cloud is the best; reflect the hight from the mirror through 
the opening in the stage so that you can see light through 
the eye piece; adjust the diaphragm so as to modify the 
light, place the glass slide in the slips on the stage and with 
the coarse adjustment gradually lewer the tube till you focus 
the object, then use the fine adjustment to define the 
object wore clearly ; while observing, your right finger and 
thumb should be constantly on the fine adjustment the least 
movement of which shows you the object more thoroughly. 
Take care in lowering the tube withthe coarse adjustment 
that you do not touch the thin glass over the object you are 
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examining, and that you do not allow any moisture to get 
on the object glass, aa either will interfere with your obser-_ 
vation. 


Before commencing to work, clean your thin glasses and 
plate glass slides thoroughly. 


A single drop of any fluid to be examined should be 
placed on the slide and the thin glass placed over it, thus, 
breath on the thin glass to moisten it, then grasp it with 
a fine forceps or with your finger and thumb and let one of 
ita edges touch the margin of the fluid and allow it to sink 
slowly on the fluid in order to avoid air bubbles. Remove 
any superfluous finid with a piece of blotting paper. The 
commonest mistakes are to put too much fluid under the 
glass and to let air bubbles in. It is much better to 
prepare two or three sides and examine them one after 
another, this must be done at once as they dry rapidly in 
hot weather. 

Blood.—A. drop of blood may be obtained for examina- 
tion by pricking the finger with a needle, or making a 
slight scratch on any part of the body, very little is requir- 
ed, it should be placed on the slide in as thin a layer 
as possible and covered over with a thin glass. Hxamine 
with the long eye piece and quarter inch object glass. 


FIG. 13. 


"20 


Blood Corpuscles x 212—‘ BEALE.’ 


Coloured commis are circular discs. +55 tO sxhy | 
in diameter; and +,5)55 inch in thickness, depressed a 
little on each side ; when seen sideways, biconcave or dumb- 
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bell shaped. Of a pale buff colour, but when aggregated 
of a reddish tint. They have a tendency to run together 
in rolls or rouleaux. Notice a corpuscle as it rolls over, 
and observe the change in its form, being alternately cir- 
cular and biconcave. 


The corpuscle has no nucleus, the false appearance of a 
nucleus is occasioned by the refraction of light in passing 
through a biconcave disc. Prove this by slowly altering 
the focus. These corpuscles consist of two parts, a stroma, 
which is colourless, and the coloured part, a red crystalli- 
zable substance hemoglobin. 


Colourless Corpuscles.—Their proportion to the coloured 
varies, during fasting from one to 800 or 1000, after a meal 
1 in 300 or 400.—Fosrmr.* 


When perfectly fresh they are spherical and faintly 
granular, they quickly alter and become markedly gran- 
ular. 


About 5,55 inch in diameter, nucleated, the nucleus not 
often apparent without the addition of weak acetic acid. 
They are nearly always isolated, and do not collect together 
or mix with the coloured discs. They are endowed with a 
power of spontaneous motion (amceboid movement) but it 
requires close watching for some minutes to see these move- 
ments even in freshly drawn blood. 


Action of reagents on blood.—Water causes the red cor- 
puscles to become smooth and pale, and disappear. Acetic 
acid does the same, but the colourless corpuscles become 
more distinct and their nuclei more apparent. Taunic acid 
causes the hzmoglobin to collect in small lumps at the side 
of the red corpuscles. 


In leucocythzmia, the colourless corpuscles become much 
increased in quantity, so that, instead of two or three being 
seen in the field of the microscope at the same time, some 
thirty, forty, or even more are visible. 


Instruments have been invented to enable an observer to 
count the number of blood corpuscles ina given space 
under the microscope. 


It is sometimes necessary to examine the blood at differ- 
ent hours of the day, for instance, the filaria sanguinis 
hominis is said to be most active towards evening or at 


* Text Book of Physiology. 
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night; it often requires long and repeated examinations of 
the blood before it is found. 


FIG. i@. . 
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Filaria Sanguinis Hominis—after Lewis .* 


Fig. 1.~—Anterior extremity of the mature Filaria sanguinis hominis x 100. 


Fig. 2.—mA portion of the mature Filaria showing uterine tubules filled with ova in 
varions stages of development; also the intestinal tube x 100. 


Fig. 3.—Ova and embryos of the Filaria x 300. 


Expectoration.—The basis of all kind of expectoration is 
the natural secretion of the mucous membrane of the air 


~~ # Lancet, Vol, II, 1877, page 454. 


194 CLINICAL MANUAL. 


tubes, which is a transparent, colourless, glutinous liquid, 
consisting chiefly of water, mucus dnd saline matter. In 
simple catarrh, the natural secretion is merely increased in 
quantity ; in bronchitis, the sputa is often glairy like 
white of egg and streaked with blood; in hemoptysis, the 
expectoration for a short time may consist entirely of blood ; 
in phthisis, purulent fluid and portions of softened tuber- 
cle are expectorated, occasionally with cretaceous or calca- 
reous masses of phosphate and carbonate of lime; 1n pneu- 
monia at the outset, there is merely expectoration of bron- 
chial mucus, butin two or three days the sputa may 
assume a very characteristic appearance, being transparent, 
tawny or rust-coloured, and united into a jelly-like mass of 
great viscidity. 





Fragment of arcolar and clastic tissuc of the lung found in phthisice) sputum ; 
~after Bennett. 


To examine the sputa microscopically they should be 
thrown into water, when the lighter portions will float on 
the surface, while the more dense sink. These latter cau 
then be broken up, transferred to a staining solution of 
logwood* in a watch glass for a few minutes and then placed 
on a glass slide with a drop of water or salt solution for 
examination. 


* Note.—The staining solution may be made as follows :— 
Logwood chips, 80 grains; water, 800 c.c. Soak for 24 hours and add 
+ per. cent. alum solution, 1°400 c.c; spirit of wine, 120 c.c.—Filter. 


The advantage of this fluid is due to the elective affinity the stain has fur 
the nuclei of cells, which when stained are seen much more distinctly. 


ON THE USE OF THE MICROSCOPE. 193 


The matters usually found consist of epithelium, portions 
of food, muscular fibres, oil globules, fibres of . various 
kinds, starch granules, and occasionally vegetable fungi 
which are often present about the fauces. To detect lung 
tissue, the plan of Dr. Fenwick may be followed: shake 
up the expectoration coughed up by the patient during 
twelve or twenty-four hours—from ten at night to ten 
the next morning being the best period—with an equal 
quantity of solution of caustic soda (20 grains to an ounce of 
water) and boil it in a glass beaker stirring it occasionally 
with aglass rod. As soon as it boils, it becomes liqnid, then 
pour it into a conical glass and add four or five times the 
quantity of cold distilled water. If the mucus be still 
gelatinous the fluid is not boiled sufficiently, or enongh 
caustic soda has not been added to it. The lung tissue if 
present, will sink to the bottom of the glass, forming a 
slight deposit in a qnarter of an hour, and can readily be 
removed by a dipping tube, then stained in the logwood 
solution and examined with the microscope, the air cells 
will be detected very often, bronchial tubes of minute size, 
and bits of arteries may be seen. 


Ehrlich’s method of Staining Tubercle-Bacilli.—‘ The 
sputum is spread in a thin layer on a cover-glass, and dried. 
In order to fix the albumen the cover glasses are kept 
at a temperature of 212° to 280° F. for an hour; or in prac- 
tice it is sufficient to pass them three or four times through 
a gas or spirit-lamp flame. The staining solution is pre- 
pared as follows:—About five cubic centimetres of pure 
aniline are added to 100 cubic centimetres of distilled 
water, well shaken, and then filtered through a moistened 
filter. To this mixture, a saturated alcoholic solution of 
fuchsine, methyl-violet, or gentian violet, is added till pre- 
cipitation commences. The cover-glass is allowed to float 
on this, with thg side on which the sputum has been spread 
directed downwards, for a quarter to half an hour. It is 
then washed for a few seconds in a strong solution of 
nitric acid (one part of commercial nitric acid to two parts 
of distilled water), and afterwards in distilled water. In 
this way, the stain is extracted from everything but the 
tubercle-bacilli. The ground substance may be stained 
brown (if the bacilli have been stained violet), or blue (if 
the bacilli have been stained red), by way of contrast to the 
bacilli, The examination of sputa after this method is 
employed in Berlin as a means of diagnosing tuberculous 

25 
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affections of the lungs, for the bacilli are constantly present 
in sputa in cases of tubercle*. 


It is necessary to use the quarter inch object glass in ex- 
amining for such objects. 


Vomited matters—The chief substances found are epi- 
thelium, starch granules, portions of undigested food, toruls, 
and other varieties of vegetable fungi resembling the 
yeast plant, vibriones, and sarcine. 





The Sarcone Ventriculi, a fungus first described by 
Goodsir, consists of equare bundles, divided by vertical and 
horizontal lines into four parts, each having a resemblance 
to a woolpack, whence its name, they are seen either singly 
oraggregated into masses. These vegetgple parasites are 
found in the vomit when it is very acid, and when it resem- 
bles yeast in appearance. Sarcinsz are chiefly found in 
connection with pyloric obstruction. They have also been 
found in the urine, faces, and in the fluid of the ventricles 
of the brain. 


In* Coffee-ground vomit,” blood cells and altered hsema- 
tin are found; “ bilious’” vomit contains epithelial cells, 
biliary colouring matter, and fat globules. 





* Brit. Med. Journal, June 17, 1882. 
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Feeces.—It is occasionally necessary to wash the feces in 
water and examine them for the ove of the different intes- 
tinal parasites, also for shreds of tissue from the mucous 
inembrane in cases of ulceration. 





Ova of Worms. 


(a) Ripe ova of Tenia Soliam, {Leuckart). 

(b) Ripe ova of T. Media-canulata, (Davaine). 

(c) Qva of Bothriocephalus latus, empty and containing yolk, {Leuckart). 
(d) Ove of the Ascaris Lumbricoides. 

(e) Ova of Oxyuris Vermicularis, (Leuckart). 


(f{} Ovg of Trichocephalus dispar, (Leuckart). 


Urine,—Some plates of the different crystals and renal 
casts most commonly found in urine will be seen at pages 
161 to 167, their significance and the methods of examina- 
** are more fully described in the chapter on the subject. 
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Crystals of Cholestrine. 


Obtained from the fatty matter in casts separated from the urine of a casc of fatty 
degeneration of the kidneys.—‘ BEALE’ x 215. 


Serous fluids.—These should all be allowed to stand for a 
time, that any solid matters may settle before examination. 
The bodies fouud in the contents of the serous cavities are 
mainly epithelial cells and granules. If there be inflamma- 
tion we have more or less pus cells, shreds of fibrin, oil 
globules, spherical cells, cholesterine; in the fluid of hydatid 
cysts hooklets and heads of the ecchinococcus are found ; in 
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FIG. 19. 





. Ecchinococe ta. 


(4} With head retracted, (6) With head extruded. 

(c) One viewed transversely the head being directed towards the observer. 
id) Circlet of hooks seen upon ite under surface, thirty-four in number. 
(¢) Lateral views of the separate hooklets ;—after Atkin. 


that of hydrocele epithelial débris, spermatozoa occasionally 
(vide page 163), and cholesterine; in ovarian cysts, a pelilone 
nucleated, or granular cells, granules, oil globules, and 
blood corpuscles will be found. In lymphatic cysts and in 
the fluid exuded from the “lymph scrotum” the jflaria 
sanguims hominis will be found, (vide Fig. 14.) In the 
fluid of the blister which forms over the place of exit of a 
Guineaworm nimerous embryoes will be seen. 
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Young of Guineaworm wore or less spirally curved ;— after Bastian. 


Parasitic skin diseases.—A very slight scraping of the 
epithelial scales situated at the edge of a diseased patch, or 
an actually diseased hair should be placed at once in dilu- 
ted liquor potasse for examination. 





Ringworm. Trichophyton Tousurans ;—alter Tilbnry Fox. 
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In examining for the acarus scabei, the crusts should be 
selected ; in the “ furrow” the eggs will be found. 





Crust from a case of Scabies and eggs of acarus in various stages of development. 
b. b. Keg Shells, c.c. Fragments of Acari. d. Female acarus. e. Mule acurus. The little 
oval or irregular shaped masses are supposed to be excrement ;—after Tilbury Fox. 


The ectozoa are not at all uncommon in this conntry 
amongst the lower classes. The following plates will give 
a good idea of their microscopic appearance. 
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FIG. 25. 





Ectozoa. 
23. Phthirius inguinalis or crab lonre. 
24. Pediculus capitis or head louse. 
25. Pediculne Vestimenti or hody louse. 





Amongst the entozoa found in man the trickin@ spira- 
lis igs fonnd as a more or less transparent capsule lying 
between the sarcolemna of the primitive muscular fibres, 
but when the parasite is free it finds its way within the 
sheath. Itia the cause of the trichinotous disease in aui- 


mals and man. 





100%" of av snl ¥ 300. 


a. within the capsule; 6. capsule removed. 
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FIG. 27. 





Fangus found in Madura Foot, Chionyphe Carteri, reduced half size from the original ; 
—after Tilbury Fox. 


This Fungus was first described by Surgeon-Major 
Carter of the Bombay Medical Service, as existing in the 
deep tissues, and bones of the hands and feet of persons 
suffering from Mycetoma or Madura Foot. 

Much may be learnt by means of the microscope from 
the examination of portions of tumours, or from the examin- 
ation of post-mortem specimens in their fresh state. The 
student cannot hope to do much at this kind of work until 
he has gone through a course of histology in the class for 
the study of the microscope, and is never likely to under- 
stand pathological changes until he has learnt the appear- 
ance of the healthy tissues. 

Thin sections of recent tissues for examination under the 
microscope can be made in the post-mortem room, such 
tissues as the lungs cannot be cut without being either 
frozen or embedded in wax or some such material, but useful 
sections of the liver or kidney can be made with either a 
sharp razor, or a Valentin’s knife. 


The razor should be broad-bladed and hollow ground ; 


the original ‘army razor’ is very good. Itshould always be 
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stropped in one direction, and must be very pail} In 
order to use it, hold the razor firmly in the right hand with 
the fingers closed above the handle, take the mass to be cut 
between the index finger and thumb of the left hand, sup- 
port the back of the razor on the mass, and cut from left to 
right, aud from the heel to the tip of the razor. The handle 
should be kept in a line with the blade. It requires much 
practice to make thin sections. 


The blade should be kept well wetted with water, into 
which the cut specimens must be floated off with a camel’s 
hair brush after each sweep of the razor. 


The thinnest sections should be chosen, and placed for ten 
or twenty minutes in the logwood solution for stain- 
ing, they may be then placed by means of a “ section 
lifter’ on a slide for examination, a little glycerine or salt 
solution added, and a covering glass applied. 


Valentin’s knife is sometimes used for cutting sections 
from fresh tissues. It consists of two blades, which can be 
separated to the desired distance by a screw. The section 
is cut between them by drawing the knife rapidly through 
the tissue, separating the blades, and floating it off into 
water. 


Thin membranous structures may be examined by simply 
staining them, spreading them out in a drop of water placed 
apon a glass slide, and covering them with a thin glass. 
In the examination of tumours much may be learnt by 
gently scraping the freshly-cut-surface with a knife, stain- 
ing the elements thus separated and examining them in 
glycerine. 


Teazing is done by placing a smali piece of the tissue in 
a drop of either glycerine or salt solution on a slide, and 
teazing it in the direction of its fibres with two strong 
needles mounted in handles. The tissue should be stained 
beforehand in the logwood solution. 


A section lifter* can be easily made by beating out flat 
one end of a thick copper wire, four or five inches in length - 
the flattened portion shonld be filed at the edges and rub- 
bed smooth with sand-paper. 


Normal saline solution is a 75 per cent. solution o 
chloride of sodiam. 


- # Manual for the Physiological Laboratory.—HakRie and Powsn. 
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POISONS AND ANTIDOTES. 


Poisons. Antidotes. 

Acid Carbolic ... Castor-oil and sweet-oil mixed. Sac- 
charated solution of lime, albumen, 
dilate sulphuric acid. Tea or coffee 
if there is narcotism. 

Chalk, magnesia, and emollient drinks, 
soap-suds, diluted solution of car- 
bonate of soda, fixed oils. Magnesia 
preferable to chalk. 


Acid Hydrochloric 
» Nitric 
», Sulphuric ... 


Acid Hydrocyanic, 


and (Cyanides). Fresh air and artificial respiration im- 


medwately, with cold affusion, freshly 
precipitated oxide of iron with an 
alkaline carbonate ; prepared thus, 
take ten grains of sulphate of iron, 
one drachm of tincture of iron, and 
one ounce of water, mix with twenty 
grains of carbonate of Potash dis- 
solved in one ounce of water. 

Acid Arsenious .... Moist peroxide of iron,* emetics, am- 
monia artificial respiration, cold 
affusion, oil, or milk and lime-water. 


» Arsenic ... A mixture of solution of green sul- 
phate of iron with magnesia, animal 
charcoal. 

Aconite ... ... Emetics, stimulants external and in- 


ternal, animal charcoal. + 
Antimony Tarta- 
rised... ... Tannic acid, catechu, vegetable astrin- 
gents, tincture or infusion of digitalis, 
alkalies and lead salts. 


»» Sesquichloride ae 
Butter of An aire Same as mineral acids. 
Atropia ... ... Same as Belladonna. 


SAREE EE pene nn On ee a an ae aeentenmnenteeeu anemone eeaneneemmnneeenmnememeen alm anemia eae 
* Keep a solution of Persulphate or Perchloride, and when oxide is 
required, add calcined magnesia till a thick paste results, and at once ad- 
minister the mixture thus produced.—(Chemical News.) Dose of Perouide, 
2 to 4 drs. to be repeated until effective. 
+ About 4 drs. required for each grain of the Alkaloid. 
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Poisons. Antidotes. 
Acetate of lead... Same as Barium salts, succeeded by 


emetics and active purgatives, and 
afterwards by opium. 


Solution of sulphate of magnesia, soda, 
or alum. 


An emetic of ten grains of sulphate of 
copper in two ounces of water ; after- 
wards opium in proportion required 
to counteract effects of Belladonna, 
or morphia given hypodermically. 

Calabar Bean ... Emetics; Sulphate of Atropia gr. 73, to 

go by subcutaneous injection repeat- 


ed every hour until pupils are fully 
dilated and pulse rate increased. 


Barium Salts 


Belladonna 


Cantharides Emetics, emollient drinks, opiates by 


mouth and rectum. 
Chloride of Lime... Emetics, white of egg, milk, flour; not 


acids. 
Chlorine Gas... Inhale steamed air containing a little 
ammonia. Fresh air. 
Chlorine Water .... Same as chloride of Lime. 


Fresh pure air and artificial respira- 

tion. Incline body, bead down, at 

Chloroform a angle of 40°. Administer a few 
drops of nitrite of amylin vapour. 
Galvanism to spine and epigastrium. 


Colchicum ... Hmetics followed by demulcent drinks, 


and if coma be present brandy, 
ammonia, coffee, and other powerful 


stimulants. 
Conium ... ... BEmetics, followed by stimulants exter- 
( Hemlock.) nal and internal, artificial respira- 
tion long continued. 
Croton Oil .. MAnemetic of Sulphate of copper ten 


grains in solution at once, followed 
by mucilaginons fluids, and opium to 
check diarrhoea. 


Copper, Sulphate of. Eggs, milk, wheat flour, water; Fer- 
rum redactum or iron filings. 


POISONS AND ANTIDOTES. 


Poisons. 


Digitalis ... 


Elaterium 


Hyoscyamus 


Indian Hemp 


Iron, Carbonate of. 


Iodine 


Lead Salts 


Lobelia 


Mercury, Perchlo- 
ride of ... _— 


Morphia ... ae 
Nitrate of Silver... 


Nux Vomica 
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Antidotes. 

In case of over dose recumbent posture 
most important ; after stomach has 
been emptied, ten grains of tannic 
or gallic acid in hot water repeated 
frequently; stimulants externally 
and internally. 


Emollient and demulcent drinks and 
enemata, followed by small but 
repeated doses of opium, and the use 
of the warm bath. 

Stomach pump, emetics, external and 
internal stimulants, lemon juice. 


In case of overdose, an emetic, hot 
brandy and water, and allow patient 
to sleep. 


An emetic of sulphate of copper ten 
grains to four ounces of water. 


Emetics aided by demulcent drinks, 
starch or flour diffused in water, 
boiled potatoes, bread. 


Same as Barium Salts. See acetate of 


lead. 


The most active stimulants externally 
and internally. 


Albumen: white of egg in moderate 
‘quantity lest excess of it should re- 
dissolve compound; four grains re- 
quire the white of one egg, the yolk 
is equally effective, wheat flour, milk. 


See opium. Animal charcoal. 


The best is solution of common salt or 
sea water. White or yolk of egg and 
wheat flour are useful. 


Tobacco in infusion or enema (4 oz. to 
20 oz. of boiling water) may be given 
till spasms abate. Cbioral in large 
doses. Nicotine, if at hand, dose 
one drop in warm sherry and water. 
—Professor Haughton. 
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Poisons. Antidotes. 

Opium .... ... Emetic of ten grains of sulphate of 
copper, stomach pump, external sti- 
mulants, cold affusion, ammonia to 
nostrils, compelled exertion and arti- 
ficial respiration. ‘Tincture of Bella- 
donna ten minims every § hour; 
atropine hypodermically 53, grain 
at first, and repeated every hour till 
pupil dilates. 


Phosphorus --- Oil of turpentine thirty minims every 
quarter of an hour in mucilage. 
Potash ... ... Dilute acetic acid, citric acid, lemon 


juice, any vegetable acid, fixed oils, 
demulcents, sour beer. 


Soda ee ... Idem. 
Stramonium (Datoora) Same as Belladonna. 
Strychuia ... Chloroform, Chloral, Belladonna, tinc- 


ture of Aconite, Tobacco (Prof. 
Haughton). Tannic acid. Lancet, 
1868). Iodine (Dr. Fuller). Animal 


charcoal. 

Tobacco ... ... Strychnia (Prof. Haughton), An eme- 
tic, stimulants externally and inter- 
nally. 

Tin oe ... Same as Mineral Acids. 

Zinc Salts ... Warm demulcent drinks, as linseed 


(Burnett’s Solu.) tea, barley water; emetics; and same 
as mineral acids; if inflammation 
follow, antiphlogistics. 


Bites of venomous snakes or vipers.—Fayrer recommends 
the application of a ligature as tightly as possible on the 
limb above the seat of the wound, scarification and suction 
by means of the mouth (there is no fear of poisoning if 
there is no abrasion in the mouth) or cupping glass, and 
subsequently the application of the actual cautery, or cau- 
terization with caustic potash or a mineral acid. If the 
limb swell after the application of a ligature, this must 
then be loosened to be drawn tight again whenever symp- 
toms of general infection show themselves. If a finger or 
toe form the seat of the bite, it is then best to amputate the 
limb at the joint next above the wound. If the bite has 
been inflicted at a point which does not admit of the appli- 
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eation of a ligature, the indication then is to promptly 
‘excise the injured tissue, together with the surrounding 
parts. 


The patient should rest perfectly quiet. As soon as indi- 
cations of poisoning are perceived, preparations of ammonia 
(liquor ammoniz) are to,.be administered, or, what is still 
better, he should be made to drink copiously and frequently 
of spirituous liquors diluted with hot water, taking care, 
however, not to produce intoxication. Should symptoms 
of collapse supervene, sinapisms, palvanization of the heart 
and diaphragm, or cold douches may be resorted to.* It 
is always necessary to find out whether the snake or viper 
was ® poisonous one, if so, to remember that it may not 
have been in an active state, its poison’ may have been 
feeble, or may not have been injected in any quantity into 
the wound. 


The use of liquor potassee has again been strongly recom- 
mended by Deputy Surgeon General Shortt; the perman- 
ganate of potash has been brought forward as of use, es- 
pecially when it can be brought locally into contact with 
the poison in the tissues in a ten per cent. injection. 


On washing out the stomach.—-Shonld the stomach pump 
be out of order, the following directions of Professor Es- 
march+t will be of use, ‘get, if you can, a piece of gutta- 
percha tubing an inch in circumference, and, if the patient 
is not unconcious, make him swallow twenty to twenty-five 
inches of it, enough to reach the stomach; raise the free 
end above his head, and by means of a funnel, pour as 
much water down as the stomach will receive, then lower 
the free end below the level of the stomach and the stomach 
will empty itself. Repeat the process several times.’ 

A Toxicological Chart compiled by Dr, W. Stowe has been published 
by Messrs. Joll of New Burlington St., London. It gives fully the symp- 
toma, treatment, tests of all poisons mineral, vegetable, and animal; also 


hints on the treatment of suspended animation from different causes. 
It should be hung in the dispensary of all hospitals. 


* Von Ziemssen’s Cyclopedia, Vol. III., page 548. 
+ First aid to the injured, 1882. 
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Sponce GRAFTING. 


TAKE a piece of good Turkey sponge and soak it for two 
days in dilute hydrochloric acid (1 to 4), wash off the su- 
perfluous acid in carbolic lotion (1 to 20), soak the sponge 
in carbolic oil (1 to 10) for twenty-four hours, shake it up 
well in carbolic lotion (1 to 10) to remove as much of the oil 
as possible ; keep it for use in carbolic lotion (1 to 20). 


I have found the above method succeed and have used 
sponge grafting with considerable success in indolent ul- 
cers, they appeared to cicatrize more rapidly than with skin 
grafting. The dressing was applied in the following man- 
ner, the ulcer was well washed with carbolic lotion (1 to 20), 
small portions of the prepared sponge were cut and applied 
to its surface, over these small pieces of Lister’s protective 
wet with carbolic lotion were placed, (Iimagine guttapercha 
tissue treated in the same way would do as well); a four- 
fold pad of boracic lint was then bandaged on over all, and 
the ulcer dressed daily. If the ulcer was treated in the 
same manner and dressed according to Lister’s aseptic 
method, the dressing would not require to be changed so 


often. 


Mr. BARWELL’S METHOD OF PREPARING CARBOLISED CaTautr 
LIGATURES FROM THE AORTA OF AN OX, 


The outer cellular coat should be peeled off the aorta of a 
recently killed ox; then, with a scissors, cut the middle 
and inner coat spirally round, taking care to keep the 
breadth equable. ‘The elasticity is eliminated by suspend- 
ing the cord and hanging to it a weight of from two to 
four pounds according to thickness. Thus treated the 
ribbon dries in about six hours into a horny or vellum- 
like substance; any previously neglected irregularities 
may be scraped off with a sharp penknife; then the cord 
may be stored in antiseptic gauze until wanted. About 
fifteen ox twenty minutes before the operator is ready to 
pass the needle, a sufficient piece of the material is to be 
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soaked in a three per cent. solution of carbolio acid, when 
it will become quite soft and easy to tie.* 


AREA OF ABSOLUTE CarDiao DULLNESS. 


The following is Dr. Latham’s rule for the definition of 
the part of the precordial region which is less resonant on 
percussion. ‘‘ Make a circle of two inches in diameter 
round a point midway between the nipple and the end of 
the sternum. ‘This circle will define, sufficiently for all 
practical purposes, that part of the heart which lies imme- 
diately behind the wall of the chest, and is not covered by 
lung or pleura.” 


POSITION OF THE VALVES OF THE HEART. 


The aortic valves lie behind the junction of the third 
costal cartilage, on the left side of the sternum. 


The pulmonary valves lie in front of the aortic behind 
the junction of the third left costal cartilage with the 
sternum. 


The tri-cuspid valves lie behind the middle of the ster- 
num, about the level of the fourth costal cartilage. The 
mitral valves (the deepest of all) lie behind the third inter- 
costal space, about one inch to the left of the sternum. 


Thus these valves are so situated that the mouth of an 
ordinary sized stethescope will cover a portion of them all, 
if placed over the sternal end of the third intercostal 
space, on the left side. All are covered by a thin layer of 
lung ; therefore we hear their action better when the breath- 
ing is for a moment suspended.t 


VISCELA SITUATED IN THE DIFFERENT REGIONS OF THE 


ABDOMEN. 
Quain’s Anatomy, 8th Edition, Vol. II, p. 847. 
Epigastric The right part of the stomach, the pan- 
region. creas, and part of the liver. 
oe The right lobe of the liver, with the 
ae. eee gall bladder, part of the duodenum, 
Hypo Pere the hepatic flexure of the colon, part 
Mads Sasha of the right kidney with the corres- 


+ 


ponding supra-renal capsule. 


_"  « Mr,- Thompson’s paper in the B. M. J., Oct. 14th 1882, page 727. 
+ Holden’s Landmarks—Medical and Surgical, 1881, page 28. 
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The large end of the stomach, with the 
spleen, and narrow extremity of the 
pancreas, the splenic flexure of the 
colon and the upper part of the left 
kidney with the left supra-renal cap- 
sule. Sometimes also a part of the 

. left lobe of the liver. 


(Part of the omentum and mesentory, the 
transverse part of the colon, lower 
part of the duodenum, with some con- 
volutions of the jejunum and ileum. 
Division of aorta one inch and a half 


Hypochondriac, 
left. 


| 
Umbilical + below umbilicus. A more reliable 
guide to this division than the umbi- 

| licus, 18 a point a very little to the left 

| o£ the middle line about the level of 

| the highest part of the crest of the 

{ ilium. 

The ascending colon, lower half of the 
kidney, and part of the duodenum and 
jejunum. 


Lumbar, right.. 


The descending colon and lower part of 
the left kidney, with great part of the 
jejunum. 


Lumbar, left } 
The convolutions of the ileum, the blad- 
der in children, and if distended in 
adults also; the uterus when in the 


gravid state. 


Hypogastric .. 


The coecum, with the appendix vermi- 
formis, and the termination of the 
' ileum. 


Iliac, right... 


Tliac, left eae / The sigmoid flexure of the colon. 


iy 
\ 


Vide Fig. 1, page 70. 
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